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THE ENDOCRINES IN GYNECOLOGY AND OBSTETRICS* 


EMIL NOVAK, M.D.+ 
BALTIMORE, MARYLAND 


If I were asked to name the two most important present day questions in gynecology 
I believe that I should select the old but ever new problem of cancer and the fascinating 
and rapidly unfolding new chapter of gynecological endocrinology. The first of these has 
so long withstood all efforts at its solution that it seems now almost to be taken for 
granted. Although everyone appreciates the magnitude of the problem, it would almost 
seem that the clinicians in the front lines are fighting in rather desultory fashion with 
the inadequate weapons at hand, while anxiously awaiting the day when the investi- 


gators in the rear can supply them with 
more efficient means of combating the 
dreaded enemy. 

There is small wonder that the problems 
of endocrinology, so much fresher, so much 
less depressing and so much more promis- 
ing of immediate results, have captured the 
imagination of our profession, especially 
of its younger men. It is a virgin field 
from which choice nuggets have already 
been dug up by the early prospectors, with 
reason to believe that many others remain 
to be unearthed in the not very distant fu- 
ture. Many of the richer finds have been in 
the fields of reproductive physiology, and 
hence the fact that interest in endocrinology 
has been perhaps more highly developed 
among gynecologists than among those in 
any other field of clinical medicine. 

The ideal approach to a discussion of 
gynecologic endocrinology would be the his- 
torical one, with a review of the steps by 
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which the present status of our knowledge 
has been reached. This, however, would 
be a rather long story, and it is not the one, 
I fancy, which a gathering of general prac- 
titioners would choose at the expense of a 
discussion of more practical immediate 
problems touching on their daily work. 
And yet I hope no one would be so mate- 
rialistic as to expect me to offer a set of 
rules-of-thumb, as it were, for the manage- 
ment of cases of functional gynecologic 
disorder which we all see in such large 
numbers. It would be foolish, for ex- 
ample, to discuss the use of various hor- 
mone products except on the unwarranted 
assumption that everyone is fully familiar 
with what they represent, and what part 
the various hormones play in the normal 
cycle. As I have repeatedy urged, there 
is only one intelligent way to teach gyne- 
cologic organotherapy, and that is to 
teach gynecologic endocrinology. 

It would seem, therefore, that the logical 
plan to follow would be to sketch briefly 
the hormonology of the female cycle, to 
point out, in the course of this brief review, 
how departures from the normal mechanism 
may produce certain well-known syndromes, 
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and perhaps to touch upon the principles of 
treatment of these disorders. For a single 
short paper such a general discussion would 
seem more sensible and more time-saving 
than a categorical treatment of the various 
functional disorders encountered in gyne- 
cologic practice. 

The concept of ovarian endocrine func- 
tion which prevailed in the early years of 
the present century was very simple, predi- 
cating merely a single internal secretion 
which, in some way, was responsible for 
menstruation. With the discovery by 
Fraenkel of the endocrine activity of the 
corpus luteum, there were many who as- 
assumed that this structure was the sole 
source of the ovarian secretion. As a mat- 
ter of fact, it was not until the discovery 
of the follicular hormone, by Allen and 
Doisy, in 1921, that we could separate the 
endocrine principle of the ovary rather 
sharply into two separate hormones, one 
produced by the growing follicle, the other 
by the corpus luteum. This new knowledge 
fitted in very smoothly with what had, in 
the meantime, been learned as to the his- 
tological sequence of events during the cycle. 

Beginning just after a menstrual period, 
a considerable group of follicles begins to 
mature, and incidentally to produce in- 
creasing amounts of the follicle hormone, 
which, unfortunately, is known by various 
names; viz., estrin, theelin, folliculin, men- 
formon, etc. Only one of this group of 
follicles, as a rule, reaches full maturity 
and ovulates, usually at about the mid- 
interval between periods. The other folli- 
cles are blighted at various phases through 
the process known as atresia folliculi. 

After ovulation, the collapsed follicle be- 
gins a second or corpus luteum phase of de- 
velopment, rising like a phoenix from the 
ruins of the follicle and progressing to an 
acme which is reached probably a day or 
two before the onset of the next period. 
During its growth, it continues to secrete 
estrin, but in addition it produces a second 
and more characteristic corpus luteum hor- 
mone, known in this country, usually, as 
progesterone. 

What effects are exerted by these two 
hormones upon the uterus? Estrin may be 
looked upon as a growth hormone possess- 
ing a highly selective effect upon genital 
mucous membranes. The endometrium, 


therefore, undergoes a steadily increasing 
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developmental advance from the end of one 
period to the beginning of the next. In 
addition, estrin has a less conspicuous de- 
velopmental effect upon the musculature, 
and is apparently responsible for the nor- 
mal rhythmic contractility of the latter. 

Progesterone, on the other hand, becomes 
operative only after ovulation, and is re- 
sponsible for the secretory activity of the 
gland epithelium which becomes increasing- 
ingly apparent after the formation of the 
corpus luteum, and which is apparently es- 
sential to the implantation of the egg in the 
event of this having been fertilized. It 
likewise exerts an inhibitory effect upon the 
rhythmic contractility of the uterus. 

This seems simple enough, but may mean 
more to the practitioner if the names of the 
two hormones are translated into terms of 
the commercial products with which he is 
accustomed to work. When estrin products 
are to be used for therapy, the physician 
will select such commercial products as 
theelin, amniotin or progynon B, to men- 
tion only the most popular preparations. 
When he wishes to use progesterone, he will 
employ such products as lipolutein or pro- 
luton, again mentioning those which seem 
most popular. 

From what little has already been said, 
it is clear that no amount of estrin is in it- 
self capable of producing in the uterus the 
same changes which characterize the normal 
cycle. Both ovarian hormones, acting in 
sequence, are essential for this. This ob- 
viously has a bearing on the treatment of 
amenorrhea. A second point which should 
be stressed is that when the ovarian hor- 
mones are used in the treatment of amenor- 
rhea, their effect is purely substitutional, for 
it is well established that they have no 
stimulating effect on the ovaries; i.e., they 
are not capable of starting the ovarian ma- 
chinery. 

It is true that bleeding can be produced 
by the injection of large amounts of estrin 
alone, almost always in animals, and in at 
least some amenorrheic women. The ex- 
planation for this is the fact that the hor- 
mone builds up the endometrium and that, 
with the cessation of the treatment, the en- 
docrine props are removed, with retrogres- 
sive changes and bleeding. The latter, in 
other words, is artificially induced, but it is, 
of course, not genuinely menstrual. Nor is 
there any reason to believe that it will recur 
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in periodic fashion, as might be expected if 
the ovaries were actually stimulated to ac- 
tivity. I have stated these facts without 
mentioning a few controversial points, but 
they represent the opinion of the most au- 
thoritative investigators. 

The prenidatory function of the second 
ovarian hormone, progesterone, has been 
utilized in the treatment of habitual abor- 
tion, with considerable logic and apparently 
a fair measure of success. 
terone therapy is an adjuvant in some cases 
of primary dysmenorrhea because of its in- 
hibiting effect upon the contractility of the 
uterine muscle. An even more important 
and frequent application has been in the 
treatment of the troublesome disorder 
known as functional uterine bleeding, which 
next calls for brief discussion. 

While ovulation occurs most often be- 
tween the tenth and seventeenth days of the 
cycle, all sorts of vagaries may be noted. 
At times, indeed, ovulation does not occur 
at all, but the unruptured follicle undergoes 
dehiscence without the formation of a cor- 
pus luteum. Even so an apparently nor- 
mal menstrual period may appear at about 
the right time, for the bleeding following 
withdrawal of the follicle hormone charac- 
teristically does not occur for a good many 
days. Women with such a non-ovulating 
or anovulatory cycle must, of necessity, be 
sterile, for they do not produce ova. While 
this is relatively infrequent, it does explain 
a certain proportion of otherwise unexplain- 
able instances of sterility. 

The occurrence or non-occurrence of ovu- 
lation in any cycle can be readily determined 
by securing for histologic examination por- 
tions of uterine mucosa shortly before the 
expected date of menstruation. This is 
almost always possible without anesthesia 
by means of one type or another of suc- 
tion curette, such as the one I devised and 
described a year or two ago. If the ex- 
amination of the endometrium shows defi- 
nite secretory activity, it may be accepted 
that progesterone is being produced; ergo, 
that a corpus luteum is present in the ovary 
and that the patient has ovulated. If, on 
the other hand, there is a total absence of 
secretory activity, the woman has not ovu- 
lated. 

Not only may the woman fail to ovulate, 
but the follicle may continue to grow and 
to produce estrin long beyond its normal 
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span, or, for that matter, a whole group 
of actively functioning follicles may thus 
persist. The endometrium is thus over- 
stimulated with estrin, often assuming the 
pattern designated as hyperplasia of the 
endometrium. When the dehiscence of the 
persisting follicles begins, a free bleeding 
phase may occur, and this, in general, is the 
Ovarian mechanism of so-called functional 
uterine bleeding, so common in women ap- 
proaching middle life and in girls at puberty 
or in the adolescent phase, though not in- 
frequent at any age during reproductive 
life. In such women corpora lutea are 
absent in the ovary, so that the use of 
progesterone has come into considerable 
vogue in the treatment of such disorders. 

Before progesterone products were avail- 
able, and even now, another form of treat- 
ment has been widely employed. I refer to 
the use of certain principles found in the 
urine of pregnant women, but I shall dis- 
cuss this again later in this paper. 

So far we have spoken only of ovarian 
hormones, but these are only links in a far- 
flung endocrine chain involving also other 
ductless glands than the gonads. The most 
important of these is the pituitary, which 
quite completely governs the endocrine ac- 
tivity of the ovary. A discussion of the 
function of this most important of en- 
docrine glands, dominating not only the 
ovary but also the thyroid and the adrenal 
cortex, is a long story in itself, so that only 
one or two points relating to our present 
discussion can be mentioned. The domina- 
tion of the pituitary over the ovary is de- 
pendent upon two sex hormones, one re- 
sponsible for maturation of follicles and the 
motivation of estrin, the other responsible 
for luteinization and the motivation of 
progesterone. These two gonadotropic hor- 
mones are, therefore, spoken of as the folli- 
cle-ripening hormone and the luteinizing 
hormone. The best evidence now indicates 
that they are really separate hormones and 
do not merely represent different manifesta- 
tions of the same principle, as some still 
believe. 

So far it has not been possible to sepa- 
rate these two principles in any form satis- 
factory for clinical use, though efforts along 
this line are being made by several manu- 
facturers, and preparations are available for 
at least tentative experimental purposes. If 
such preparations reach any degree of per- 


3 















ENDOCRINES IN GYNECOLOGY AND OBSTETRICS—NOVAK 


fection or reliability, their use in certain 
menstrual disorders would be more logical 
than that of the ovarian hormones. For 
example, if a potent follicle-ripening gona- 
dotropic principle were available, it might 
be of considerable value in cases of amenor- 
rhea in which ovarian activity is in abey- 
ance. In cases of functional bleeding, again, 
it is possible, though not certain, that the 
luteinizing principle of the pituitary gland, 
were it available, might be more effective 
than the organotherapy now at our dis- 
posal. 

There is still another pair of hormone 
principles to be considered, in addition to 
the two ovarian and the two pituitary fac- 
tors. With the occurrence of pregnancy, 
there is sudden increase in pituitary activ- 
ity, with the appearance in the urine of cer- 
tain principles which were formerly thought 
to be the overflowing pituitary sex hor- 
mones themselves. With a few exceptions, 
investigators now believe that while these 
pregnancy urine principles are very anterior 
pituitary-like in many respects, they differ 
from the real pituitary hormones in others, 
and that they are probably formed else- 
where than in the pituitary. This certainly 
seems to be true as regards the luteinizing 
element, which is apparently formed by liv- 
ing trophoblast at the implantation site. 

Together the anterior pituitary-like preg- 
nancy urine principles constitute the so- 
called. prolan, upon the presence of which 
depends the efficacy of the various preg- 
nancy tests. The follicle-ripening fraction is 
commonly spoken of as Prolan A, the lu- 
teinizing as Prolan B. It is the latter prin- 
ciple which, before the commercial advent 
of progesterone preparations, was first sug- 
gested by Novak and Hurd for the treat- 
ment of functional uterine bleeding. With- 
out going into details, I still think it is 
often of great value, though failures are 
frequent enough with any form of organo- 
therapy. My own experience with both the 
progesterone and the pregnancy urine prep- 
arations inclines me to believe that the latter 


are more frequently effective than the pro- 
gesterone. We know little as to the mecha- 
nism in either case, but there does seem to 
be some factor present in the urine of preg- 
nancy which is of greater hemostatic value 
in functional bleeding than the use of the 
corpus luteum hormone itself. Again to 
bring home to the practitioner the commer- 
cial names with which he is probably more 
familiar than with the scientific terms, the 
pregnancy urine preparations are what he 
uses when he administers antuitrin S, follu- 
tein, or antophysin. 

It is not possible, in a short paper, to 
discuss all the applications of endocrinology 
to gynecologic practice. The menopausal 
symptoms, when severe enough to demand 
treatment, are, in my experience, most often 
responsive to estrogenic therapy, usually in 
very moderate dosage, though always with 
recognition of the importance of other mea- 
sures, such as reassurance, insistence upon 
the avoidance of worry, stress and anxiety, 
et cetera. The use of the estrogenic sub- 
stances in the treatment of gonorrheal valvo- 
vaginitis of children is logical and usually 
highly effective. There are other conditions 
for which one form or another of ovarian 
therapy has been employed with a much 
less degree of rationale and much less sat- 
isfactory results. 

From this very elementary and very 
sketchy résumé, I believe it must be appar- 
ent that the absolutely essential basis for 
organotherapy in gynecologic practice is, at 
least, a working knowledge of the endocri- 
nology of the reproductive cycle. This is 
what I meant when I said that the way to 
teach organotherapy is to teach endocrinol- 
ogy. The elements of the latter are not 
difficult to acquire, and they not only give 
one a more rational viewpoint toward or- 


-ganotherapy, but also they are apt to make 


much more intelligent one’s interpretation 
of many of the functional disorders pre- 
sented by such a large fraction of our gyne- 
cologic patients. 

26 E. Preston St. 
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THE LIMITATIONS OF TRANSURETHRAL RESECTION OF THE 
PROSTATE GLAND* 


H. W. PLAGGEMEYER, M.D.,; and CARL G. WELTMAN, M.D 
DETROIT, MICHIGAN 


In discussing the “limitations” of resection of the prostate gland, we are constrained 
to approach the subject, not only from the standpoint of the contra-indications, but also 
to think in terms of all the associated factors which might have influence on the out- 
come of this most tricky and difficult of procedures. 

There is no doubt that this operation has been gravely abused and, moreover, there is 
no doubt that too much has come to be expected of it. It has already come to be classed 
as an easy way out of a difficulty; easy for the patient, easy for the operator; for any 


operator. This is far from the truth. It 
may be relatively easy for the patient, but 
it is certainly hard on the operator, if he 
be a conscientious surgeon and, for once, 
a definite procedure has been lifted out of 
the hands of the general man into the field 
of the highly trained urologist, who has 
lived with his “eye in the bladder neck,” 
who lives it and thinks it and is constantly 
in touch with it; for if ever a procedure 
needed the tactus eruditus by men tempera- 
mentally fitted to do it, this is it! Prop- 
erly handled, it may eventually rob prostatic 
surgery of its high mortality rate in the 
hands of many incompetent operators and 
may tend to eradicate the present fear in 
the public mind, engendered by the wide- 
spread knowledge of the all too-frequent 
bungling of the past. 

In 1911, one of the greatest operators 
and surgical thinkers of all time, John B. 
Deaver of Philadelphia, said, at a meeting 
in Baltimore, “Well, at best we expect a 
mortality of about 30 per cent in our pros- 
tatectomy cases.” The answer to this is 
obvious. Great surgeon that he was, he 
fell into the common error of that day, of 
putting the prostate cases on, as the last 
operation of the morning, just before the 
staff went to lunch. 

Our constant insistence that transurethral 
prostatic resection be limited to the type of 
bladder neck pathology, for which the op- 
eration is most suited, has created the im- 
pression, we fear, that we are largely op- 
posed to this method, which is far from be- 
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ing the case. We certainly have no quarrel 
with the procedure. We were the first to 
use it in Detroit, and then only after months 
of careful study and practice on beef hearts, 
and we are now approaching the 600 mark 
and are doing about 75 per cent of bladder 
neck cases this way. So it is self-evident 
that, in our clinic, the operation is the one 
of choice, whenever it fits the case. But 
we do feel constantly that we can perform 
a better service by pointing out the dangers 
which lie in the use, and particularly in the 
misuse of these instruments, than by lauding 
to the skies an approach which gets sure 
results only when the instrument is guided 
by the adroit hand of an operator of great 
experience. Recognizing, therefore, the 
many pitfalls incident to this peculiar and 
most difficult procedure, we have in the past 
been inclined to be most conservative in our 
attack and have refrained from shouting 
from the housetops the capacity of this or 
of any other single method of operation to 
fit any and all conditions at the bladder 
neck. . 

In the field of biology, there is no single 
procedure which will give the true and last- 
ing answer to all problems of pathological 
activity. Surgery is not so simple as that. 
There is a vast difference between a true 
surgical approach and a mere operative at- 
tack. We are not dealing in mass produc- 
tion. Each case is a law unto itself and re- 
quires the utmost skill in differential diag- 
nosis and a very fine sense of evaluation of 
the bladder neck picture and associated pa- 
thology before determining the indicated 
method of approach. 

The operation of transurethral resection, 
in one form or another, is as old as the 
hills. It was first attempted, in a crude way, 
just a little over one hundred years ago. 
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The original efforts were all well intended, 
but they left out of account the question 
of hemorrhage, and the after-care was a 
rather horrifying experience. Even the 
cylindrical punch of Hugh Young was appli- 
cable only to fibrous median bars and the 
subsequent hemorrhage and generally un- 
satisfactory results put it in the class of 
just one more attempted step in advance. 
But it did recreate interest in the field. 


The new type of electro-surgical unit de- 
livered for the first time a really satisfac- 
tory cutting current and at the same time a 
coagulating current, which, when properly 
applied, does actually stop bleeding. The 
most important point is that the cutting and 
coagulating are done so rapidly and so ef- 
fectively that an immense field can be cov- 
ered during the time limit available for per- 
forming this most major of all major opera- 
tions. 


The Caulk cautery-punch was the first 
satisfactory “bloodless” approach to the sub- 
ject. It marked the rebirth of a dying 
enthusiasm for transurethral work and was 
the first procedure to attack the hypertro- 
phied prostate itself, with the definite idea 
of removing appreciable amounts of pros- 
tatic tissue, and to Caulk must be handed the 
laurel wreath for the renaissance of trans- 
urethral surgery. In this group of active 
contributors must be considered most care- 
fully the instruments of Bumpus of Pasa- 
dena, and of Clyde Collings of New York. 
Collings’ machine has its own unique field, 
but many skillful, experienced operators, 
today, prefer the Braasch-Bumpus punch to 
any other type of working element. Fol- 
lowing these men, Day and Kerwin and 
Foley each added refinements and kept the 
latent interest inflamed over a period of 
twelve years, until suddenly Davis, after 
modifying the Stern loop and working with 
the Bovee cutting-coagulating instrument, 
read his epochal article in Philadelphia, in 
1930. McCarthy, working with Wappler in 
New York, produced a new and better work- 
ing element with an added retrograde lens 
for checking, from within the bladder; and 
the stage was set. Alcock, of the University 
of Iowa, with material much more vast than 
that of Davis, took up the torch, and two 
years later, in Toronto, presented a stagger- 
ing picture of successes and failures. AI- 
cock did not do a preliminary suprapubic 


6 


‘the welfare of the patient. 


TRANSURETHRAL RESECTION—PLAGGEMEYER AND WELTMAN 


opening in his early cases, as did Boyd of 
Atlanta. He approached the subject di- 
rectly by the closed transurethral route, tak- 
ing cases just as they came, using the trans- 
urethral method in all. Despite his care and 
skill, coupled with complete control of the 
operating unit at Iowa, his first case report 
was marked with crosses like a battle field 
in France and it was he who said that, 
after having gone through this valley of 
despair, he felt that no one really could be- 
gin to acquire the touch or have any sense 
of being at home in this particular field, 
until he had done at least 75 cases and fol- 
lowed every- point in the preparation and 
after-treatment with the most meticulous 
care. Certain it is, that each succeeding 
group of 50 cases showed a most marked 
reduction in the number of crosses, as his 
eye and hand became more keen and his 
selective judgment, at a given point, more 
discriminating. 

After a like number of cases, as he re- 
ported at that time, we feel inclined to agree 
with him that no one, not even the most 
carefully trained cystoscopist, who has been 
looking at bladders and, particularly, at pos- 
terior urethras all his life, can feel even 
fairly safe with the procedure until he has 
gotten past the first 100 cases. Perhaps 
Boyd was right in doing his first group of 


‘cases after preliminary opening of the blad- 


der from above. As he says, to quote, “I 
have sincere sympathy for the surgeon who 
encountered operative accidents and_post- 
operative complications because, in spite of 
every precaution which the most skillful of 
us may employ, undesirable accidents do 
occur. But I am entirely out of sympathy 
with those men who have, in order to gain 
experience in the use of this opération, be- 
gun using it without adequate protection of 
Even the hon- 
esty which they exhibit in reporting their 
bad results does not excuse them from the 
blame which they deserve.” These are harsh 
words, but they are aimed at all and sundry, 
who feel that they must dabble (and dabble 
is the word) in something which they really 
have no business to touch. Boyd’s conten- 
tion is supported in a general way by the 
remarkable report of Dr. Harry Rolnick of 
Cook County Hospital on 897 prostatec- 
tomies. Of outstanding interest in this most 
illuminating report of Rolnick, is the fact 
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that, of 125 transurethrals done deliberately 
with a previous suprapubic opening, there 
was not one death. This, to our mind, was 
the highlight of his report, because at Cook 
County he was certainly dealing with every 
kind of protoplasmic risk. 


Two years ago, as a result of our own 
experience, we stated our belief that any 
gland could be resected if the operator were 
sufficiently skilled and had acquired enough 
experience. We, likewise, made the asser- 
tion that we, personally, much preferred to 
do a suprapubic enucleation in the grossly 
enlarged glands and in those where, for any 
reason, the bladder had to be opened, such 
as cases of bladder stone, diverticulum, 
marked infection, et cetera. We see no rea- 
son for modification of this belief today. 
Likewise, we see no indication for trans- 
urethral removal after the bladder has been 
opened, except in carcinoma, fibrous bars 
and such obstructions, which would be dif- 
ficult of suprapubic enucleation. Our great- 
est bugaboo continues to be, as it was two 
years ago, sepsis. Perhaps some of the 
glands we have resected, in the past, repre- 
sented the type that one finds in middle-aged 
men, which are enlarged purely on an infec- 
tious basis and are not truly adenomas. 
Resection in this type merely spreads the in- 
fection and leaves a residual gland that re- 
quires many months of after-treatment to 
clear up. 


Remember that anyone may have two 
things the matter with him at the same time. 
Beware the middle-aged man who has a be- 
ginning adenoma and who also has a chronic 
inflammation of the prostate with edema, 
which sometimes gives a misleading cysto- 
scopic picture. Get rid of the prostatic in- 
fection first by massage and the proper han- 
dling with sounds, or you will have a two- 
years’ postoperative job on your hands. 

Arbitrary classification of indications and 
contra-indications are puerile at best. There 
can be no dogmatic listing in a situation like 
this, as we have suggested. It depends on 
the eye and on the judgment of the ob- 
server. But in general, we should be in- 
clined to favor this type of approach in 
those physical derelicts who need help but 
who are bad risks at best, also in all cases 
of carcinoma, which is the most brilliant 
picture for transurethral work. The other 
indications are the fibrous median bar of 
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early middle age, the small fibrous pros- 
tate, which is as truly hyperplastic as the 
adenoma, but which is very difficult of 
enucleation by the suprapubic route; also 
the medium sized adenomas, particularly 
those of the so-called Albarran or ball- 
valve middle lobe type. 

For definite contra-indications we should 
select: 


First—those cases with large stones diffi- 
cult of lithoprione, for calculi are always 
infected and in doing a transurethral oa 
these, one merely adds to the conflagration ; 

Second—diverticula of the base of the 
bladder (always badly drained and badly 
infected) ; 

Third—immense prostates above 150 
grams in weight (normal weight is 24 
grams) ; 

Fourth—massive infection of the bladder 
with gross pus, which should be drained 
anyway and followed, naturally, by supra- 
pubic enucleation. 


Furthermore, it is our belief that all 
adenomas are more or less infected. With 
a gland partly resected and the scope in situ, 
one has only to introduce the finger in the 
rectum and press on the remaining gland 
tissue, to see a stream of pus pour out into 
the post-urethra. This, coupled with the 
fact that we do not make a clean enuclea- 
tion as in the suprapubic procedure, but 
leave a portion of this infected adenoma, 
which we coagulate, and create, thereby, an 
even more likely culture media, possibly 
accounts for our major difficulty. And 
since all urine must pass over ths coagu- 
lated infected gland, the utmost care in 
aseptic handling becomes a prime requisite. 
We irrigate postoperatively only when clots 
prevent free drainage, using a small cathe- 
ter that permits around it a free drainage 
from the urethra of any collected mucosal 
secretion. The patient is prepared before 
operation by urinary tract disinfection, as 
well as urethral dilatation, for we have 
found, from experience, that urethral stric- 
tures due to trauma by a large scope sheath 
frequently follow, if sufficient dilatation of 
the urethra be neglected. We routinely do 
a vas section and have never had an epididy- 
mitis following this procedure, although oc- 
casionally we do get a funiculitis, which 
readily subsides. 





TRANSURETHRAL RESECTION—PLAGGEMEYER AND WELTMAN 


We still find that the large bilateral lobe 
type of ademona, with no middle lobe, is, to 
us, the most difficult to resect. This type 
must be excavated (shelled out), keeping 
distal to the bladder neck, lest it be cut away 
and result in extravasation. At least three 
quarters of the gland must be removed to 
secure results. The enormous middle lobe, 
at times, causes trouble, until enough is cut 
away to see clearly one’s landmarks. Post- 
operative hemorrhage caused us very little 
trouble, it being necessary to re-introduce 
the scope for secondary bleeding in only 
two cases in over 500 transurethrals. In- 
continence does not bother us any more. 
Our only trouble on this score was in the 
early days of resection, when we were 
forced to use the Davis-Stern resectoscope 
before McCarthy applied the fore-oblique 
panendoscope lenses to the resectoscope in- 
strument. Then, we regret to say, some 


sphincters were irreparably damaged, due to 
our inability to give definite location to our 
landmarks with a limited vision instrument. 

While resection is primarily indicated in 
carcinoma, fibrous bars and small adenoma- 
tous obstructions, it is just as illogical to 
say that it should be used in all types of 


glands, as it is to say that all obstructions 
should be removed, for instance, by the pe- 
rineal route. We feel that the best interest 
of both patient and operator will be served 
by the use of a little more common sense in 
adherence to the fundamental principles of 
surgery and the application of the proper 
procedure to the case in hand; be it re- 
section, suprapubic or perineal removal. 
From a general angle, Hugh Cabot puts 
the whole matter fairly and very succinctly 
when he says, “If the operation is to be done 
by the general surgeon or the occasional op- 
erator on the prostate, then the safest way 
is with the knife, with a 15 per cent mor- 
tality. If it is to be done by experts, then 
there are now on record well over 6,000 
cases in total, done with a mortality of 


less than 2 per cent, including all risks, 
and a hospital confinement of a week or even 
less in some rare cases, with functional re- 
sults as good, or even better, than that ob- 
tained by older methods.” 


One of the most serious criticisms has 
been the commercialization which has de- 
veloped among certain urologists, who 
wished to advertise their ability to do this 
operation. Perhaps they are not to blame 
for this advertisement of the procedure be- 
ing carried directly to the layman. The 
whole medical profession is perhaps to 
blame, for it could have been prevented 
had the profession insisted upon strict ad- 
herence to ethical methods in expressing its 
approval or disapproval of the success of the 
procedure. It might have been well, from 
the beginning, for the American Medical 
Association to have had a committee inves- 
tigate personally the extravagant claims of 
efficiency made by some operators, who have 
proclaimed in American Medical Associa- 
tion sections that they had practically no 
bad results or that the results of the opera- 
tion were almost perfect. 


For ultimate conclusion, we realize most 
fully that an unbiased and honest attitude 
of expression concerning this procedure has 
been, undoubtedly, detrimental to those of 
us who have been outspoken in our opinions 
of the claims made by over-enthusiastic op- 
erators and ofttimes a large part of this 
work has been carried to those who have 
made the loudest, most unmodified claims 
for the operation. This is of secondary 
importance, for it still gives us, in these hec- 
tic days, a very healthy sense of pleasure to 
state exactly what we think and _ believe 
concerning this most exacting procedure for 
the relief of obstruction at the bladder neck. 


The limitations of the operation of trans- 


urethral resection practically lie within the 


limitations of the man behind the cysto- 
scope. 


Jour. M.S.M.S. 








ECZEMA, URTICARIA, AND ALLIED DERMATOSES* 


FRANZ BLUMENTHAL, M.D.+ 
ELOISE, MICHIGAN 


Long before von Pirquet had established the conception of allergy, it was commonly 
recognized that dermatitis caused by plants, and urticaria caused by the ingestion of foods 
were manifestations of hypersensitivity of the skin. The studies of the three last decades 
have greatly enlarged our knowledge of hypersensitivity, the importance of which has 
been recognized especially in skin eruptions of the urticarial, the erythematous and the ec- 
zematous types. Many facts concerning the mechanism of hypersensitivity remain to be 
elucidated. The problem is further complicated by the loose employment of such terms 


as allergy and idiosyncrasy, and particularly 
by the indiscriminate use of the term 
eczema. 

Clinically there are three groups of skin 
eruptions due to hypersensitivity. (Table 1.) 

The first group includes the majority of 
drug eruptions, lesions caused by proteins, 
especially foods, and the majority of the 
exanthematous eruptions due to infections. 
This group can easily be distinguished from 
the other two. It is, however, much more 
difficult to differentiate group II from group 
III as they often resemble each other very 
closely, particularly if the lesions have un- 
dergone a secondary change, such as 
eczematization in neurodermatitis or lichen- 
ification in contact dermatitis. Indeed, it 
took a long time for these two groups to be 
separated, and even today the word eczema 
is used sometimes to mean one form, some- 
times the other. In the writer’s opinion the 
use of the term eczema should be applied to 
the whole group of skin diseases in which 
inflammatory changes such as_ vesicles, 
papules, local erythema, or edema feature 
the clinical picture primarily or secondarily. 
Thus the term eczema would be eliminated 
as a designation of a definite type of. skin 
disease. 

This eczema group will include dermatitis 
venenata or contact dermatitis and neur- 
odermatitis both starting in a clinically nor- 
mal skin. In addition, eczema-like erup- 
tions may appear in a_ pathologically 
changed skin, such as may result from 
stasis, seborrhoea, ichthyosis, dyshidrosis, 





*Read at the Michigan State Medical Society meeting. 
Section on Dermatology and Syphilology, Detroit, September 
23, 1936. 

+Dr. Franz Blumenthal is a graduate of the University of 
Strassburg. He was Professor of Dermatology and Venerol- 
ogy at the University of Berlin, until 1933, Research Pro- 
fessor of Dermatology at the University of Michigan 1934- 
.1936, and since September 1, 1936, has been connected with 
the Departments of Dermatology and Pathology of Seymour 
Hospital, Eloise, as research investigator. 
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tinea and other infections. Besides these 
types there are certain eczematous eruptions, 
for example the so-called nummular eczema- 
tous plaques, the classification of which is 
not satisfactory at present. The different 
forms of eczema in infants are only spe- 
cialized instances of the above mentioned 
groups. 

For a long time a classification was at- 
tempted on the basis of whether eczema was 
caused by exogenous or by endogenous fac- 
tors. Today we believe that all these erup- 
tions are due to the action of an exogenous 
factor on an organism whose sensitivity is 
primarily increased. Only in the case of 
simple dermatitis venenata is the insult 
purely traumatic. In such a_ traumatic 
venenata individual differences of the reac- 
tion are determined by the degree of protec- 
tion offered by the fat content of the skin, 
the thickness of the horny layer, and similar 
factors. 

In neurodermatitis the irritant almost 
always enters the body through the mucous 
membranes, especially of the respiratory or 
intestinal tracts and affects the blood ves- 
sels and the lymph vessels of the skin 
primarily. Therefore the primary lesion in 
neurodermatitis is a wheal, as in urticaria, 
or a papule, as in prurigo, the center of the 
process is situated in the corium and there 
is infiltration around the vessels. On the 
other hand, in contact dermatitis as in 
traumatic dermatitis venenata the skin is af- 
fected usually by direct contact from the 
outside. Sometimes, however, the irritant 
enters the body through ingestion, such as 
in the case of certain chemicals which are 
used in preserving foods, plant oils which 
are used as spices, and dyes which are 
added to foods. In contact dermatitis the 
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primary lesion lies in the epidermis and 
consists of a superficial erythema with 
vesicle and papule formation. 

The pathogenesis of these two conditions 
is also entirely different. 


mechanism leading to such conditions as 
bronchial asthma and hay fever. | 

Dorr, one of the most eminent workers 
in allergy, names four points as being char- 
acteristic of true allergy: 


TABLE I. DIFFERENT FORMS OF SKIN HYPERSENSITIVITY 


I II III 


Exanthematous eruptions 
Urticaria 

Angioneurotic edema 
Erythemas 
Erythema-multiforme 
Erythema-nodosum 
Hemorrhagic eruptions 


Neurodermatitis 
=Prurigo diathesique 
=Endogenous eczema 
=Atopic dermatitis 
=Lichen simplex 
generalisatus 


Contact dermatitis 


TABLE II. CLASSIFICATION OF ECZEMA GROUP 


Clinically Unchanged Skin Clinically Changed Skin 








Normal Reactivity Nee —e— 

eborrheic skin 

Intertrigo 

Stasis 

Ichthyosis 

Dyshidrosis 

Mycelial and other 
infections 

Chronic constitutional 
diseases) 


Specific (eee 





Dermatitis 

chemical or 

physical 
=Dermatitis Venenata 


Contact dermatitis Neurodermatitis 
=Lichen simplex 
generalisatus 


=Atopic dermatitis 


Lichenification 
(Secondary change) 


Lichenification. 
(Secondary change) 


Eczematization 
(Secondary change) 


There next arises the problem of how 
these two forms of eczematous skin hyper- 
sensitivity are related to each other. To 
understand this relationship, it is necessary 
to turn back to our starting point and dis- 
cuss the meaning of such terms as allergy, 
idiosyncrasy, and atopy. Ina recently pub- 
lished review, entitled “Allergy in Derma- 
tology,” Sulzberger deals with the same 
problems. 
definition of allergy as follows: “Allergy 
is a specifically altered state, produced by 
previous exposure, and made manifest by 
subsequent exposure to the same or some 
.closely related substances.” This definition 
is very comprehensive, but has the disad- 
vantage of being unlimited in its scope. Von 
Pirquet considered even the changes of old 
age as being due to allergy. In contrast to 
this comprehensive definition of allergy a 
tendency has also developed to limit the 
term very sharply to indicate that it is a 


10 


He formulates von Pirquet’s © 


Dermatitis 


Lichenification 
(Secondary change) 


Reactivity varying from normal 
Specificity. 

Production of symptoms independent 
of character of the starting excitant. 
Presence of specific antibodies (re- 
agines ). 

In this limited sense allergy corresponds 
to the atopy of Coca. This discussion is of 
special interest to the dermatologist, because 
in the broad use of the term allergy both 
neurodermatitis and contact dermatitis may 
be included while in the narrow conception 
of the term contact dermatitis cannot be in- 
cluded as yet. 

All these problems become much easier 
to understand if we follow Rossle and per- 
mit the concept of pathergy to embrace that 
of hypersensitivity. 

Normal cells affected by a stimulus react 
in a definite way, which may be called nor- 
mergic. Any variation in the reaction, 
Rossle calls pathergy. (See Table IV.) 


Jour. M.S.M.S. 
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This tissue reactivity can be increased— 
hyperergy, or decreased—hypoergy. In the 
majority of cases, pathergy is of nonspecific 
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changed in degree (quantitative), which 
may be called homeohyperergy: or there 
may be an entirely new form of reaction not 


character as in inflammatory tissue. For occurring in the normal (qualitative), which 


our purposes we have to deal only with the 


may be called allohyperergic. As we have 


TABLE III. PATHOGENESIS OF NEURODERMATITIS AND CONTACT DERMATITIS 


Allergic disposition 


Reaction compared to 
normal 


Present (often associated with 
asthma, hay fever, etc.) 
Qualitative change 


NEURODERMATITIS 
1. Shock tissue Corium ; 
2. Reaction time Prompt, 15-30 minutes 
3. Characteristic lesions Deep edema, wheal 
4. Causative agents Protein compounds 
5. Diagnostic test Scratch or intradermal 
6. Antibodies Present 
7. Hereditary character Present 
8. 
9. 


ContTAct DERMATITIS 


Epidermis 

Late, 24 hours or more 
Superficial erythema or vesicle 
Simple chemicals 

Patch test 

Not demonstrated 

Absent 

Lacking 


Quantitative change 


10. Age of occurrence Usually in infants Any age, usually in adults 
11. Localization Face, neck, upper trunk, bends Any part of bodv 
of elbow and knee 
12. Clinical course Definite Indefinite 
TABLE IV 
NoRMERGY PATHERGY 





Specific pathergy 


Non-specific pathergy 


(Allergy in widest sense) 





Inheritec 





Hyperergy 
(idiosyncrasy) 


Hypoergy 


specific pathergy, especially with the specific 
hyperergy. This specific hyperergy can be 
inherited or acquired. The inherited hy- 
perergy is identical with the old conception 
of idiosyncrasy, the best examples of which 
are furnished by some forms of drug hyper- 
sensitivity. The acquired hyperergy (can 
be acquired during fetal life) corresponds 
to the wide conception of allergy given by 
von Pirquet. 

It is clear that a tissue can be hyperergic 
in two ways. The reactivity may only be 
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Acquired 





Homeopathergy Allopathergy 





Homeohypoergy 


Homeohyperergy Allohyperergy 


Contact Dermatitis 





Allergosis Anaphylaxis Immunity 
=Allergy (in 

narrowest sense) 

=Atopy 

(Asthma, hay fever, neurodermatitis, 
urticaria) 


seen, the neurodermatitis belongs to the lat- 
ter group, the contact dermatitis to the for- 
mer group. Allohyperergy includes allergy 
in the narrow sense, anaphylaxis, and im- 
munity. 

This train of ideas leads to a strict sepa- 
ration between neurodermatitis, urticaria 
and erythematous eruptions on the one hand 
and contact dermatitis on the other. 


Neurodermatitis ............. allohyperergy 
Exanthematous eruptions..... allohyperergy 
Contact dermatitis......... homeohyperergy 
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Even those who do not agree in every 
detail with the theoretical deductions recog- 
nize fully the highly practical value of the 
sharp differentiation of the types of skin 
hypersensitivity. It facilitates the search for 
the excitant and restricts the number of 
skin tests necessary in the individual case. 


(See Table V.) 


further value. However, the final proof 


depends upon the effect of elimination and 
of reéxposure to the suspected irritant. Neg- 
ative results in scratch and intradermal tests 
are not as conclusive as a negative patch 
test. 

In this manner we endeavor to find out 
in each case the excitant but, unfortunately, 


TABLE V 


METHOD OF ENTRY 
OF EXcITANT 
Ingestion 
Inhalation 


CLINICAL 

DIAGNOSIS 

Urticaria, Erythema 
group 


Neurodermatitis Ingestion 


Inhalation 


Outside contact 
Ingestion 
Rarely inhalation 


Contact Dermatitis 


In approaching an individual case, there- 
fore, a careful history and a thorough clini- 
cal diagnosis is necessary. The search for 
the excitant depends, in the first place, upon 
the result of the skin test. But, as in all 
other laboratory findings, the result of the 
skin test needs careful diagnostic evalua- 
tion. 

First let us consider the positive results. 
A positive patch test demonstrates by itself 
that the contact with the substance used in 
the individual case will produce a dermatitis. 
But this substance is not necessarily the ex- 
citant, because we must always consider the 
possibility of multiple sensitivity. A nega- 
tive patch test proves definitely that the 
substance does not produce a dermatitis on 
the examined skin area, and rarely do we 
have to deal with differences in the skin 
sensitivity between the affected area and 
other parts of the body. 

The results of the scratch or intradermal 
tests are not as easily interpreted. It is very 
difficult to estimate the value of a list of 
positive scratch and intradermal tests. The 
mechanism of a skin reaction varies so from 
that due to natural exposure to the irritant 
that it is easy to understand the discrepan- 
cies that may occur. This is due to differ- 
ences of exposure, of the concentration of 
the allergen and other factors. Repetition 
of the test, passive transfer, and examina- 
tion of the leucopenic index after exposure 
to the suspected excitant are sometimes of 


1? 


~_ 


NATURE OF THE DESENSITIZATION 
EXcITANT 
Proteins of all kinds 


Drugs, Infections 


Effective 


Proteins (pollens Effective 
epidermis, 
foods, 


microorganisms) 


Chemical compound 
Occupational 
Cosmetics 
Plant oils 
Dyes, Drugs 


Effective only 
against plant oils 


we are not always successful. It is then 
necessary to determine whether we are really 
dealing with hypersensitivity. It will be re- 
called that neurodermatitis, with its typical 
localization and clinical course, is always al- 
lergic, but that contact dermatitis, due to 
hypersensitivity, cannot be distinguished clin- 
ically from traumatic venenata. In the ur- 
ticarial and erythematous group the situa- 
tion is much more confusing since in many 
of these eruptions a relation to hypersensi- 
tivity does not exist. It is the general belief 
that many cases of urticaria are not allergic. 
For instance, urticaria due to insect bites, 
urticaria factitia, and urticaria due to heat 
and cold can never seriously be considered 
as allergic manifestations, but rather as due 
to toxic and mechanical insults. 

Stokes, Kulchar and Pillsbury, in their 
excellent article point out that the hereditary 


. factor, gastrointestinal disturbances, focal 


and intercurrent infections are of the great- 
est importance and recent observations by 
Waldbott also make evident some of these 
facts. Stokes and his collaborators believe 
that urticaria is usually due to a combined 
action of various factors. This idea is very 
suggestive, but in the individual case it is 
often difficult to decide whether a pathologi- 
cal finding indicates the causative factor or 
is part of the morbid reaction. 

The treatment of skin diseases, due to 
hypersensitivity, is based on an exact clini- 
cal diagnosis and the detection of the ex- 
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citant. There are many nonspecific, local 
and general therapeutic possibilities, but of 
greatest importance is the elimination of 
the irritant and the use of specific desensi- 
tization. Hospitalization is a great aid in 
facilitating the elimination of the irritant. 
With specific desensitization we have had 
good results in neurodermatitis and in the 
urticaria-erythema group. Often, however, 
the results are transitory and, therefore, 
the treatment must be carried out over a 
long period of time. In contact dermatitis 
we have never seen a favorable result in 
desensitization except in desensitization with 
plant-oil. 

These opinions have been presented in 
quite a positive way. It is obvious that 


many of the points discussed will need fur- 
ther investigation, especially the conception 
of allergy, the presence of antibodies in 
contact dermatitis, the mechanism of de- 
sensitization. Practically, however, the phy- 
sician today is already in a position to use 
an established technique and to evaluate his 
results as based upon a large clinical ex- 
perience. 
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HYSTERECTOMY FOR FIBROIDS* 
A Study of Postoperative Complications 


SPRAGUE GARDINER, A.B., M.D.,, and NORMAN R. KRETZSCHMAR, M.S., M.D.t 
, ANN ARBOR, MICHIGAN 


This study is an analysis of the immediate and remote sequel following hysterectomy 
for uterine fibroids. It is based on 894 hysterectomies for fibroids performed at the Uni- 
versity of Michigan Hospital by forty-seven different operators over a period of thirty- 
two years. Variations in technic and operative care associated with changing trends dur- 


ing a third of a century are represented. 























TABLE I 
HYSTERECTOMY FOR UTERINE FIBROIDS 
(1901-1932, inclusive) 
Number 
Oper=ztion of Per cent 
Cases 
Total Hysterectomy 191 21.4 
Subtotal Hysterectomy 670 74.9 
Vaginal Hvsterectomy 33 KS 
Total 894 100.0 














Choice of Operation 


The relative preference for the total, sub- 
total, or vaginal type of hysterectomy is 
shown in Table I. The more frequent use 
of the subtotal operation has continued 
throughout the whole period and generally 
reflects the policy of the department; name- 
ly, that in the absence of significant cervical 
disease subtotal hysterectomy is to be pre- 
ferred. We subscribe to the principle of 
conservative gynecology and firmly believe 





*From the Department of Obstetrics and Gynecology, Uni- 
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TABLE II 
POSTOPERATIVE COMPLICATIONS 
Number — 
Operation of Cc . ij Per Cent 
Cases —— 
cations 
Total Hysterec- 
tomy 191 41 21.5 
Subtotal Hyster- 
ectomy 670 94 14.0 
Vaginal Hysterec- 
tomy aa 4 12.1 
Total 894 139 15.5 




















that the subtotal operation, generally speak- 
ing, is associated with less trauma and mor- 
bidity to the patient. In the presence of 
significant disease of the cervix the total 
operation becomes our choice. The small 
number of uterine fibroids removed bv vag- 
inal hysterectomy indicates our preference 
for the abdominal approach. Only the 
smaller, freely movable tumors have been 
handled in this manner. That great skill 
and low mortality may be achieved by this 
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TABLE III 





POST-OPERATIVE 


COMPLICATIONS 





Complications in 139 Cases 





Entire | 
Series | 
894 Cases 


Complications 


Hysterectomy 
191 Cases 


Total Subtotal 
Hysterectomy 


670 Cases 


Vaginal 
Hysterectomy 
33 Cases 





|__% 





No. 


% No. % No. % 





Abdominal and vaginal | 
wound infections 


22 





11.5 53 7.9  t- 





Peritonitis 





Thrombophlebitis 








Operative injury to in- 
testine, bladder or 
ureter 








Shock and cardiac 
failure 





2.6 16 2.4 








2.4 





2.1 











Pneumonia 











Pyelitis and pylonephri- 
tis 











Pulmonary embolism 








Recto- and vesico- 


vaginal fistule 











Intestinal obstruction 





























method is well demonstrated in the work 
of N. Sproat Heaney, a skilled specialist in 
this type of operation. 


Morbidity 

The incidence of post-operative complica- 
tions is shown in Table II. In Table III, 
the post-operative complications are given. 
These figures include all of the significant 
post-operative complications, including the 
causes of death. They show that there is 
definitely a higher morbidity for the group © 
subjected to total hysterectomy. During the 
32 years covered by this study the opera- 
tors whose work is here analyzed have 
varied in skill and judgment. Although the 
higher morbidity in the patients subjected 
to total hysterectomy may, in part, be at- 
tributed to these factors, we believe that this 
higher morbidity also represents the greater 
hazard naturally associated with the. total 
operation. Contrary reports in the litera- 
ture on this subject more often represent 
the work of a few men and seldom include 
results over such a long period of time. 
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These reports are valuable in so far as they 
show what can be done, but in our opinion 
they do not give a true picture or cross sec- 
tion of the risks associated with the various 
types of hysterectomy. 


Mortality 


The mortality in the patients operated 
prior to 1932 is shown in Table IV. The 
absolute mortality of 4.7 per cent and 3.1 
per cent for total and subtotal hysterectomy, 
respectively, includes all cases of fibroids 
complicated and uncomplicated except those 
associated with cancer. The mortality for 
hysterectomy for fibroids only, as shown in 
Table V, compares favorably with the fig- 
ures obtained from the literature of hyster- 
ectomies for fibroids not complicated by 
other pelvic disease. Table VI. 

In the last 140 hysterectomies for uterine 
fibroids, performed at the University of 
Michigan Hospital since 1932, the mortality 
has been 1.4 per cent, a percentage which 
also compares favorably with the statistics 
available on this subject. There was one 
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TABLE IV 





MORTALITY RATES 












































































































































TABLE VII 
OPERATIVE RISK IN PATIENTS WHO DIED FOLLOWING 
HYSTERECTOMY 
Risk Total Subtotal 
é Hysterectomy | Hysterectomy 
Good 5 8 
Fair 4 7 
Poor 0 6 
Total 9 21 
TABLE VIII 
CAUSES OF DEATH 
Risin Total | Subtotal 
Cause of Death Geeles Hyster- | Hyster- 
ectomy | ectomy 
Peritonitis 14 5 9 
Pulmonary embolism 7 3 4 
Cardiac failure 3 0 3 
Shock 3 0 3 
Pneumonia 2 1 1 
Renal insufficiency 
following operative 1 0 1 
ligation ureter | 
Total 30 1). 2 
Autopsies performed in 53% of the cases 




















Number|Number| p.._ 
Operation of of 
Cases | Deaths |“°™t48e 
Total Hysterectomy 191 9 4.7 
Subtotal Hysterectomy | 670 21 3.1 
Vaginal Hysterectomy 33 0 0.0 
Total 894 30 aa 
TABLE V 
MORTALITY RATE 
Cases Without Associated Pelvic Pathology 
Number | Number 
Operation of of Mor- 
Cases | Deaths | tality % 
Total Hysterectomy 147 2 3.4 
Subtotal 
Hysterectomy 499 10 2.0 
TABLE VI 
MORTALITY RATES ; 
Hysterectomy for Uterine Fibroids 
Authors Total Subtotal 
Read and Bell 2.9% 2.0% 
Mayo and Mayo 1.8% 1.2% 
Amreich 6.0% 1.4% 

















death, from pulmonary embolism, in the 
subtotal group of 110 cases, an incidence of 
0.9 per cent. Of the twenty-five cases upon 
whom total hysterectomy was performed 
during this period, one died from an as- 
sociated tuberculous peritonitis. There have 
been only five vaginal hysterectomies per- 
formed for uterine fibroids since 1932, and 
no deaths occurred among these. We are 
of the opinion that the definite decrease in 
mortality, since 1932, represents not so 
much a change in operative technic as it 
does more thorough pre-operative prepara- 
tion and selection of patients. 

The possibility that the pre-operative con- 
dition might be an important factor in ac- 
counting for the difference in morbidity and 
mortality between the total and subtotal 
operation groups in this series was consid- 
ered. It was difficult to evaluate this fac- 
tor properly for the entire group; but, after 
careful study of the records of those who 
died, the operative risk (as shown in Table 
VII) indicated a larger number of poor 
risks in the subtotal group. This does not 
appear to be reflected in the morbidity for 
the entire group, and may have been bal- 
anced by the lesser risk and ease of perform- 
ance of the subtotal operation. 

JANUARY, 1937 


Surgery in good operative risks alone re- 
duces morbidity and mortality, but, occasion- 
ally, operation must be resorted to in spite 
of poor general condition. Obvious situa- 
tions calling for operative treatment are in- 
fected or rapidly degenerating (infarction) 
fibroids, certain fibroids complicating preg- 
nancy, and suspected sarcomatous degenera- 
tion. Some of the earlier hysterectomies in 
this series were performed in the presence 
of an extremely low hemoglobin. This prac- 
tice is no longer permitted. Now blood 
transfusion is liberally used in anemic pa- 
tients. If bleeding is profuse and uncon- 
trollable by ordinary means, x-ray or intra- 
uterine radium may be used to control the 
bleeding until the patient’s condition can be 
improved sufficiently to justify hysterec- 
tomy. 

Analysis of the deaths (Table VIII) re- 
veals peritonitis as the chief cause. The 
fact that five, or 2.6 per cent, of the pa- 
tients subjected to total and only nine, or 
1.3 per cent, of those having a subtotal 
hysterectomy developed a fatal peritonitis, 
suggests a greater risk from bacterial con- 
tamination in the total group in spite of 
careful pre-operative vaginal preparation. — 

A higher incidence of pelvic thrombosis 
is suggested by the greater number of deaths 
from pulmonary embolism in the total 
group. Always startling, this complication 
is still seen occasionally in spite of care and 
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gentleness in handling of tissues and avoid- 
ance of trauma. The six patients who died 
of cardiac failure, or shock, were fair or 
poor pre-operative risks. Perhaps by more 
prolonged pre-operative preparation, these 
patients might have survived. Of the two 
patients who died of pneumonia, one was a 
poor operative risk, with heart disease and 
hyperthyroidism, who died forty-eight hours 
after the subtotal hysterectomy—obviously 
an example of poor surgical judgment. The 
other died eight days after secondary closure 
of the ruptured abdominal wound. One 
patient died as a result of accidental ligation 
of the right ureter. Death resulted twenty- 


one days later of renal insufficiency in spite 
of pyelotomy. 


Remote Complications 


A questionnaire study of the 864 cases of 
hysterectomy who survived was made to 
obtain information concerning the remote 
complaints and complications that developed 
in these patients. Thirty-eight per cent of 
the patients replied. It was found that 
among those who replied, 35 per cent and 
28 per cent of the patients subjected to sub- 
total and total hysterectomy, respectively, 
had a leukorrheal discharge of sufficient de- 
gree to cause concern. Since this occurred 
with almost the same frequency in both 
groups, it appears unlikely that retention of 
the cervical stump is of particular signifi- 
cance. Especially do we feel this to be true 
in cases where the cervix is cauterized or 
otherwise satisfactorily treated at the time 
of operation. In most of the patients oper- 
ated on prior to 1932, the stump was given 
no treatment. Since 1932, however, all cases 
are treated either by cautery or coning out 
of the endocervix prior to subtotal hyster- 
ectomy. 

Vaginal bleeding was recorded by ap- 
proximately 5 per cent of the total and sub- 
total groups. This, likewise, would sug- 
gest that the retained stump was of little 
significance. 

The occurrence of cancer in the stump 
has been emphasized as an important se- 
quela. One patient returned to the hospital 
five years after subtotal hysterectomy be- 
cause of vaginal hemorrhage. The cervical 
biopsy showed squamous cell carcinoma. An- 
other stated, in the questionnaire reply. that 
she had had radium and x-ray therapy for 
alleged carcinoma of the cervix. We have 
been unable, by careful follow-up, to deter- 
mine the presence of cancer in any of the 
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others. These two cases represent about 
0.8 per cent of the replies. 

Pearse, in a recent follow-up of 802 sub- 
total hysterectomies perfo1med over a pe- 
riod of twenty-six years, reports an incidence 
of vaginal discharge in 18 per cent of the 
cases in whom the cervical stump was given 
no special treatment and 12 per cent in those 
with treatment. He found that vaginitis 
was the cause in most cases. He also re- 
ports the occurrence of carcinoma in the 
cervical stump in about 1 per cent of cases. 
He concludes that “unless the mortality from 
total hysterectomy can be shown to be the 
same or less than that for supravaginal 
hysterectomy in the same type of case, the 
possibility of later cancer of the cervix 
should not be considered an indication for 
complete extirpation.” 


Comment 


Fight hundred and ninety-four consecu- 
tive cases of hysterectomy for uterine 
fibroids have been reviewed from the stand- 
point of mortality and the immediate and 
remote morbidity. The results of the study 
would indicate that there is an appreciable 
risk from any hysterectomy, particularly in 
cases complicated by local or general pa- 
thology. Every recommended hysterectomy 
should take into account the patient’s gen- 
eral condition and, where this condition is 
unsatisfactory, necessary steps should be 
taken to improve it. This is clearly shown 
by the fact that in the uncomplicated cases 
in this series the mortality was much lower 
than in those where complications existed. 

The greater morbidity and mortality fol- 
lowing total hysterectomy and the lack of 
evidence that there is any appreciable dif- 
ference in the remote complications follow- 
ing subtotal hysterectomy seems to justify 
the use of subtotal hysterectomy except for 


patients in whom there is a clear-cut indi- 


cation for removing the cervix. The appar- 
ent incidence of cancer in the cervical stump 
following subtotal hysterectomy in this 
series is so small that it could hardly be 
considered an indication for the routine use 
of the total operation with its greater risk. 


The use of vaginal hysterectomy in the 
treatment of fibroids is, generally speaking, 
wisely limited to the smaller tumors in wom- 
en with relaxation. We are of the opinion 
that the technical difficulties to be encoun- 
tered in attempting to remove large fixed 
tumors by this method would appreciably in- 
crease morbidity and mortality. 


Jour. M.S.M.S. 
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OXYCEPHALY 


Report of Two Cases with a Summary of the Literature 


EDMOND L. COOPER, M.D.+ 
DETROIT, MICHIGAN 


Since Von Graefe definitely recognized and described the occurrence of ocular signs 
in oxycephaly, in 1866, the condition has been the subject of numerous investigations and 
many cases have been reported. The disease is not rare. The exact number of cases 
reported is not known since some of them are doubtful and others appear to be repeti- 
tions. In 1910, Fletcher® found between eighty and ninety cases in the literature. Since 
that time at least a hundred more have been added. Males are more frequently affected 


than females. 

Various terms have been used to design 
nate the syndrome known as oxycephaly. 
Chief among these are “Turmschadel,” 
“Spitzkopf,’ “tower-skull,”’ “turret-skull” 
and “steeple-head.” The clinical character- 
istics are the typically tall skull, the exoph- 
thalmos, and the optic atrophy. The shape 
of the skull is usually striking, being dome- 
like with tall forehead sloping up to the 
bregma. At the bregma there is often a 
crest or ridge in the position of the sagittal 
suture. The exophthalmos may be slight or 
very prominent. Many cases are reported in 
which the eyes were so prominent that the 
lids would not close over them in winking 
or in sleep, and disastrous corneal changes 
ensued. In other cases the exophthalmos 
was so slight as to be hardly noticeable. 
Atrophy of the optic nerve may be so 
marked that there is total blindness or it 
may be absent entirely. Other less frequent 
findings in oxycephaly include squint, nys- 
tagmus, ptosis, medullated nerve fibres in 
the retina and feeblemindedness. Each of 
these has been noted at one time or another. 


Case Reports 


Case 1—A colored boy, aged eleven, complained 
that he could not see well with his right eye. 





*Dr. Cooper graduated M.D. from the University of 
Michigan in 1933. He served his internship at the Wilmer 
Ophthalmological Institute of the Johns Hopkins Hospital, 
and was resident in Ophthalmology at_ the Episcopal Eye, 
Ear and Throat Hospital, Washington, D. C. He is on the 
staff of Harper and St. Mary’s Hospitals, Detroit, and is 
special instructor in Anatomy for graduate students at 
Wayne University College of Medicine. 
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He had first noticed poor vision four years 
before. He stated that his eyes had always pro- 
truded somewhat. In November, 1932, he had been 
seen at the Children’s Hospital of Michigan. At 
that time the hospital records show that with cor- 
rection the boy’s vision was 20/50 with the right 
eye and 20/20 with the left eye. When first seen in 
February, 1936, the vision was limited to light per- 
ception with the right eye and was 20/25 with the 
left eye. Both eyes were moderately proptosed, 
though not enough to prevent the cornea from be- 
ing covered by the lids in winking. The right eye 
was divergent about 20 degrees and fixation was 
eccentric. The ocular movements were normal. Pu- 
pillary reactions and tension to fingers were normal. 
There were no corneal changes. Ophthalmoscopic 
examination showed normal fundi except for the 
nerve head of the right eye. This was pale and the 
edges were more or less irregular. The nerve head 
in the left eye appeared normal. The boy had a 
rather marked tower skull, with high forehead and 
tall egg-shaped cranium. The ears appeared to be 
set rather low on the head. There were no other 
deformities. The refractive error under homatropine 
mydriasis was 

OD —1.50 sphere —1.00 cylinder x 180 = L.P. 

OS —1.50 = 20/25 

Case 2—A white man, aged forty-five, complained 
of frontal headaches and poor vision. He stated 
that his failing eyesight dated back at least twenty 
years and perhaps longer. He had been seen in a 
number of clinics elsewhere. In 1927 a tentative di- 
agnosis of hypopituitarism and (?) lues was made. 
In 1928 a report from one of the clinics in which he 
had been seen stated that “no cause for the optic 
atrophy had been found.” He was admitted to the 
diagnostic clinic of Harper Hospital in February, 
1936. The history was unimportant except for those 
facts mentioned above. The results of the examina- 
tion are quoted in part from the Harper hospital 
records: The patient was a well-developed male. 
There was no lid-lag or other sign of exophthalmos. 
The right ear drum was moderately injected; the 
left normal. Nose showed some deviation of the 
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septum and enlargement of the turbinates. Mouth 
was edentulous. The pharynx was injected and 
there was some post-nasal drip. Lungs, heart 
and abdomen were normal. B. P. equalled 155/95. 
The cranial nerves except for the second were 
normal. There was some slight inferiority of 


adiokokinesis of the left hand and slight increase in ° 


the patellar reflex in the left; otherwise the neuro- 
logical examination was negative. The vision with 
correction was 20/200 with each eye. The blood 
Kahn test was negative, the NPN was 46.2 mgm. per 
cent, and the fasting blood sugar was 117 mgm. 
per cent. A spinal puncture revealed a pressure of 
160; gold curve 0000000000. Ophthalmological exam- 
ination showed the extra-ocular muscles to be nor- 
mal. The pupils seemed to react very slowly to 
accommodation but were otherwise normal. 
perimetric test showed the visual fields to be 
markedly constricted for both eyes, with the most 
marked constriction below. Ophthalmoscopic exam- 
ination showed typical advanced atrophy of both op- 
tic nerves, of the primary type. It was noted that 
the patient showed a moderate degree of oxyceph- 
aly, the skull being rather tall. Since no other 
cause for the optic atrophy had ever been found 
this was considered very suggestive. X-rays were 
taken in the hopes of confirming this opinion. The 
reports are quoted: “A single film of the skull in 
the left lateral direction shows a somewhat turret- 
type skull with no evidence of increased intra-cranial 
pressure. No erosion of either inner or outer table. 
The sella turcica is of average size and normal in 
contour; its floor is smooth. There is calcification 
of the choroidal plexus and of the pineal gland.” 
An encephalogram was done and reported: “The 
skull was examined in standard positions following 
removal of 65 c.c. of cerebrospinal fluid and its re- 
placement with air (60 c.c.). The ventricles are nor- 
mal in size though they are slightly distorted at 
their anterior aspects due to the configuration of the 
skull. No evidence of increased intracranial pres- 
sure changes. No tumor shadow. Conclusion: Aside 
from the slight distortion of the lateral ventricles 
due to the shape of the skull, no abnormality is 
made out.” An examination was made of the optic 
foramina: “Both are quite small. The left optic 
foramen is smaller than the right. Instead of the 
foramina having the usual round shape they tend 
to have a somewhat oval shape. The size and con- 
figuration of the foramina might be a factor in this 
patient’s visual disturbances.” For permission to use 
this case in this report I am indebted to Dr. William 
H. Gordon. 


All writers on the subject are now agreed 
that the direct cause of oxycephaly is a pre- 
mature synostosis of the cranial sutures. 
This is easily shown in x-rays of the skull 
in patients with the condition and has been 
confirmed whenever a post-mortem exami- 
nation has been made. The question of 
what initiates the synostosis is more uncer- 
tain. Meningitis, pachymeningitis, rickets, 
lues, and tuberculosis have all been cited by 
different authors .at one time or an- 
other.**"*"* Ida Mann’® has recently ex- 
pressed her belief that oxycephaly is not due 
to any fortuitous disease of the bones, but 
is a definite clinical entity. She feels that the 
idea that rickets, lues, osteitis, or fetal men- 
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ingitis is the cause should be abandoned. In- 
stead, she suggests that failure of the vis- 
ceral mesodermal regions to develop may 
be the main etiological factor. It is true 
that certain cases are congenital and seem to 
be due to a familial constitutional defect. 
These cases are usually associated with such 
stigmata of degeneration as deformities of 
the ears, highly arched palate, webbing of 
the fingers and other faults of development, 
all of which may be explained on the basis 
of mesodermal mal-development.”” 


The term oxycephaly as it was used in 
the older literature included various types of 
cranial deformities. For this reason the ex- 
act number of cases of actual oxycephaly 
which have been reported is not known and 
statistics on the condition are inaccurate. In 
the more recent literature there has, been an 
increasing tendency to divide oxycephaly 
into several subvarieties, chiefly oxycephaly 
proper, acrocephalosyndactyly, and cranio- 
facial dysostosis. Acrocephalosyndactyly as 
described by Apert’ is a condition character- 
ized by varying degrees of syndactylism and 
other developmental defects in addition to 
the tower skull. Ocular defects occur in 
some cases, the most usual being exophthal- 
mos, various ophthalmoplegias, and optic 
atrophy. Cranio-facial dysostosis was first 
described by Crouzon. Deformities of the 
face and head include prognathism, small 
under-developed upper jaw, hooked nose, 
and brachycephalic or oxycephalic cranium. 
Ocular findings are present as in acrocepha- 
losyndactyly and oxycephaly proper. 

These three syndromes are undoubtedly 
closely related and are probably variations 
of the same thing. All have familial tend- 
encies and are nearly always associated with 
various stigmata of degeneration such as de- 
formities of the ears, high palate, spina bi- 
fida occulta, acrocyanosis, etc. In this con- 
nection it is interesting to note that oxy- 
cephaly is frequently found in congenital 
hemolytic icterus. Gannslen* first noticed 
this, and Gunther® has published a compre- 
hensive study of the subject. The hemolytic 
icterus is thought to be only another link in 
the chain of constitutional inferiority, which 
includes syndactyly, polydactyly, tower skull, 
etc. 


The cranial and ocular findings in oxy- 
cephaly can all be explained on the basis of 
the premature ossification of the cranial 
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sutures. In normal children the growth of 
the brain causes a natural expansion of the 
skull, depending on the adaptability of the 
various unclosed sutures. Synostosis begins 
normally at the age of thirty and is not 
complete until an advanced age. When the 
synostosis takes place prematurely the cra- 
nial vault can no longer expand laterally or 
antero-posteriorly. Instead, under the influ- 
ence of the growing brain it expands up- 
wards. Since ossification of the sutures is 


delayed longest at the anterior fontanelle, or 


bregma, there is often a crest or ridge at 
this point where the pressure induced by the 
rapidly growing brain has caused a bulging. 
Thus it is seen that the tower-shaped skull 
probably represents a compensatory process. 
The more adaptable the cranial vault is to 
the increased intracranial pressure, the 
more marked the oxycephaly will be There 
are other deformities of the skull which are 
due to the increased intracranial pressure. 
The middle and anterior cerebral fossz are 
deepened and there is distortion of the 
greater wing of the sphenoid. The sella tur- 
cica may occupy an unusually deep position 
and is often distorted. Because of the dis- 
tortion of the sphenoid and the deepening 
of the anterior fosse the orbits are more 
shallow than normally, producing exoph- 
thalmos. The protrusion of the globes may 
be great or slight, depending on the amount 
of involvement of the base of the skull. The 
distortion of the sella turcica and the sphe- 
noid, and the deepening of the middle fossze 
may often change the position and shape of 
the optic foramina. 


With regard to the optic atrophy there is 
some disagreement as to the cause. It has 
been attributed by various authors to early 
intracranial hypertension, to mechanical fac- 
tors involving a change in size or shape of 
the optic foramina, and to meningitis. There 
is something to be said with regard to each 
hypothesis. We are inclined to accept the 
contention of Friedenwald’ that the optic 
atrophy is secondary to chronic papilledema. 
That long standing intracranial hyperten- 
sion does occur in oxycephaly is undisputed. 
Bedell’ and others have observed choking of 
the nerve head in a number of cases. Fur- 
thermore, quoting Bronfenbrenner, “the 
syndrome caused by long duration of in- 
creased intracranial pressure—marked con- 
volutional digitations, attenuation of the 
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calvarium, narrowing of the diploé, flatten- 
ing of the air sinuses, et cetera—is a con- 
stant finding in oxycephaly.” In any case 
of chronic papilledema there is more or less 
damage to the optic nerve which is apt to be 
permanent. And finally, the fact that in the 
majority of cases the atrophy is of the post- 
neuritic type bears out this theory. Me- 
chanical factors undoubtedly play a part in 
the production of optic atrophy in some 
cases; however, compression with the optic 
canal, torsion and twisting of the optic 
nerve due to changes in the region of the 
chiasm, and change in size, shape, or direc- 
tion of the canal have all been cited as the 
cause.*** These factors are without doubt 
contributing in many cases, and in some 
may be the direct cause of the atrophy. 

The disease is much more common than is 
generally believed and it is interesting that 
more cases do not come to the attention of 
ophthalmologists. For the most part only 
those cases are seen which present them- 
selves for examination because of a visual 
defect. 

The treatment of the condition liés within 
the domain of the neurosurgeon. In early 
cases, where an increase in the intracranial 
pressure is evident, a decompression, per- 
formed either on the cranial vault or on the 
optic foramina, may halt the process and 
prevent damage to the brain and optic nerve. 
In other cases treatment is usually hopeless 
and for the most part unnecessary, since 
cerebral or optic atrophy in most cases oc- 
curs only in infancy and does not progress. 


Comment 


Two cases of oxycephaly with optic atro- 
phy are presented. It is only by repeatedly 
having them brought to our attention that 
we can find conditions such as this one fresh 
in our minds. The clinical value of these 
two cases lies in the fact that they serve as 
a reminder of a not unusual cause of optic 
atrophy. 


Grateful acknowledgment of valuable help and ad- 
vice in the preparation of the paper is hereby made 
to Dr. Ralph H. Pino, of Detroit. 
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THE SIGNIFICANCE OF CHRONIC HOARSENESS* 


J. H. MAXWELL, M.D.+ 
ANN ARBOR, MICHIGAN 


Appreciation of the clinical significance of hoarseness began with the introduction of 
the mirror laryngoscope by Babington, in 1829 and its development as a diagnostic instru- 


ment by Czermak, in 1858. 


For many years following that first real advance in the science of laryngology, pub- 
lished articles revealed intensive study and investigation along diagnostic and therapeu- 


tic lines. Now such procedures have been rather well standardized. 


Laryngologists are 


now attempting to make a forceful plea for early diagnosis in order that certain chronic 


afflictions of the larynx may be recognized 
at a period when they are amenable to 
treatment. 


The existence of some sixty causes of the 
symptom of hoarseness precludes the possi- 
bility of a comprehensive discussion of this 
subject in the brief time allotted. It is nec- 
essary to limit the scope of this presentation 
to the more common diseases producing 
chronic hoarseness as a prominent symptom. 


Let us consider chiefly the problem of 
early accurate diagnosis and the applicabil- 
ity of accepted therapeutic measures in the 
cases comprising the so-called laryngeal 
triad. 

Syphilis, tuberculosis and cancer. One is 
apt to consider laryngeal involvement by 
one of these diseases a rare occurrence. 
Such is not the case. Patients with these 
lesions are seen frequently and in increas- 
ing numbers. Unfortunately, it is not un- 


common to see patients in the late stages of — 


one of these conditions which has gone un- 
recognized and untreated over a period of 
several months. 


Indirect laryngoscopy, or the visualization 
of the larynx with the aid of a small dental 
mirror, should be mastered by every practi- 
tioner of medicine. The technic is simple, 
as is the physical equipment. Following this 


procedure a reasonable tentative diagnosis . 


can be made in most every case. Without 


*Read before the 70th annual meeting of the Michigan 
State Medical Society, Sault Ste. Marie, September, 1935. 

¢Dr. Maxwell is assistant professor of otolaryngology, 
University of Michigan Medical School. 
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laryngoscopy it is impossible to tread upon 
sound ground in the institution of any ther- 
apeutic measures. Too many times are opin- 
ions and treatment based on “not having 
seen the larynx.” 


Syphilis in any of its three phases may 


attack the larynx. The primary sore is rare, 
however, in this situation. Secondary luetic 
laryngeal involvement is not uncommon 
and, unfortunately, renders itself difficult of 
diagnosis. It may simulate exactly an acute 
nonspecific type of infection. The charac- 
teristics are a diffuse hyperemia and epithe- 
lial hyperplasia in the form of mucous 
patches. Diagnosis is facilitated by other 
manifestations of the disease such as the 
primary sore, the roseola, mucous patches 
elsewhere and the specific reaction of the 
blood serum. The larynx is vulnerable also 
to the ravages of tertiary luetic lesions. 
These may be either diffuse or nodular. 
Characteristically they are painless (except 
in the latter stage of ulceration), dusky 
red and hyperemic and tend to appear on 
the epiglottis, the arytenoids, the aryepiglot- 
tic folds and ventricular bands; that is, 
in the areas within the larynx where the 
blood and lymphatic supply is greatest. After 
ulceration occurs there is assumed the clas- 
sical punched out appearance with the 
sloughing base of the ulcer. 


Treatment of this condition is, of course, 
general. Compounds of arsenic, mercury, 
bismuth and the iodides are the required 
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drugs whose indications for use are familiar 
to all of us. 

The important sequele of tertiary syphi- 
litic laryngitides are cicatricial contractures 
and stenoses. In the larynx as elsewhere, 
gummata heal by the production of hyper- 
trophic scar. Such complications occasion- 
ally demand the surgical reconstruction of 
an airway. 

Tuberculosis of the larynx is not to be 
considered a primary laryngeal diseases. It 


is in practically every case a complication of. 


an active and advanced pulmonary lesion. 
Although there have been some cases re- 
ported as primary tuberculosis of the larynx, 
these have been subject to dispute. Approx- 
imately 25 per cent of cases of pulmonary 
tuberculosis have some laryngeal involve- 
ment. The most likely method of infection 
is by contact of the laryngeal mucosa with 
infected sputum. However, there are some 
who have suggested the possibility of lym- 
phogenous and even hematogenous modes 
of infection. 

As in tertiary syphilis, the pathological 
lesion is characterized by infiltration and 
ulceration. The sites of predilection are 
essentially the same. The epiglottis, the 
arytenoids and the interarytenoid space are 
involved most frequently, though no portion 
of the larynx is immune. Unlike the gum- 
ma, the tuberculoma is an avascular, hence 
anemic granduloma. Ulceration, which, when 
superficial, is probably due to ischemia of 
the tissue overlying a tubercle and when 
deep to caseation necrosis, is not character- 
ized by clean cut punched out edges. The 
borders are ragged and have a “mouse nib- 
bled” appearance. The base of the ulcer is 
pale and granular. Dysphagia and odyno- 
phagia are prominent symptoms, particularly 
when the epiglottis or aryepiglottic folds 
are the seat of the lesion. Diagnosis is 
facilitated by clinical and radiographic evi- 
dence of pulmonary infection. 

The two most important items in the 
therapeutic régimé are: first, treatment of 
the pulmonary condition and, second, com- 
plete rest of the larynx. Here, as in other 
infections of the larynx, we may safely say 
that if one single local therapeutic measure 
is to be chosen to the exclusion of all others, 
it should be laryngeal rest. This means 
complete silence. Not even whispering is 
allowed. The patient must use pad and 
pencil exclusively. When use of the voice 
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is to be reinstated, brief periods such as 
meal times are specified at first, then grad- 
ually prolonged. Other local measures may 
be medical, such as ultra violet irradiation, 
chaulmoogra oil applications or the common- 
ly employed escharotics. Surgical proce- 
dures such as actual cauterization in the 
form of ignipunctures and amputation of 
the epiglottis are also recommended in se- 
lected cases of the chronic variety. 

The prognosis under well advised treat- 
ment is dependent to a considerable degree 
upon the progress of the pulmonary infec- 
tion. 

It must be borne in mind that not all cases 
of hoarseness associated with pulmonary 
tuberculosis are of specific nature. It is 
extremely common to find present a simple 
catarrhal laryngitis which has been pro- 
duced by a long period of coughing. 

Having mentioned briefly and sketchily 
these two members of the triad only be- 
cause of their importance in the differential 
diagnosis of chronic hoarseness, I wish to 
occupy the rest of my time with a some- 
what more detailed discussion of .laryngeal 
carcinoma. This assumes a greater impor- 
tance, first, because it is strictly a local proc- 
ess, and, second, because a good prognosis is 
so absolutely dependent upon an early and 
accurate diagnosis. 

The subject of etiology is devoid of scien- 
tific facts except in the matter of age and 
sex incidence. As in the case of malignant 
neoplasia elsewhere, more cases occur in 
individuals past the age of forty years. 
There is no definite age limitation, how- 
ever. In the University Hospital we have 
seen four cases under the age of thirty, one 
of which was in a girl of twenty-two. Sev- 
enty-five per cent of our cases have been 
in patients between the ages of fifty and 
sixty-five. 

Intrinsic carcinoma of the larynx occurs 
from five to eight times more frequently 
in men than in women. The reverse situa- 
tion is noted, however, in extrinsic carcino- 
mata involving the posterior aspect of the 
cricoid plate, which seem to occur almost 
exclusively in women. 

For years it has been suspected that the 
presence of chronic infection and benign 
growths, more particularly the papillomata 
and fibromata, offered inciting stimuli to 
malignant changes in the epithelium. The 
term “‘pre-cancerous lesion’? has developed 
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not without reason and careful observation. 
Not infrequently patients under observation 
for years showing a chronic laryngitis, non- 
specific chordal ulcer or benign papilloma 
finally present themselves with an epithelio- 
ma. In our own series of cases this situa- 
tion has been noted several times. 

The influence of lues upon malignant dis- 
ease of the larynx is beyond question. Can- 
cer and gumma have long been recognized 
as allies, especially in those tertiary lesions 
which have been allowed to run a long 
course uninterrupted by antiluetic therapy. 
Although the influence of such lesions upon 
the subsequent development of ¢ancer is not 
understood scientifically, we must concede 
that in the combined destructive and con- 
structive activity of a gumma lies a patho- 
logic process comparable to the development 
of a cancer. 

Maintaining the likelihood of the above 
inferential evidence, possible preventive 
measures are brought to mind. All chronic 
ulcerations and benign tumors of the larnyx 
should be regarded in a more serious light. 
They should be made the object of energetic 
treatment and careful observation. Pro- 
longed strict laryngeal rest following the 
removal of sources of infection in the nose 
and throat should be routine in all cases 
of contact ulcer and chronic non-specific 
laryngitis. All benign neoplasms and areas 
of hyperplasia should be removed by surgi- 
cal methods radical enough to dispose of 
them completely. Again, laryngeal rest must 
be the order until complete healing occurs. 
It is gratifying to note the rapidity with 
which non-specific ulcerating surfaces heal 
under this regime. As laryngeal gummata 
respond quickly and completely to anti-leutic 
therapy when instituted early, the recogni- 
tion of this condition in its early stages is 
of paramount importance. 

The records of our clinic show a con- 
stantly increasing number of registrations 
of patients suffering from malignant dis- 
ease. The growth of the clinic and the 
fact that lay people are made “cancer con- 
scious” by various public health programs 
may be responsible in some measure. How- 
ever, the increasing percentage of malignan- 
cies in young people suggests the possibility 
of an actual increase in the number of 
cases developing. 

Practically all laryngeal cancers are epi- 
theliomata. The most important classifica- 
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tion of this condition deals with the position 
of the lesion. Laryngeal cancers are said 
to be intrinsic if situated entirely within 
the voice box; that is, if they are on the 
vocal cords, in the ventricle or immediately 
subglottic; and extrinsic if they lie upon 
the periphery of the organ. In the latter 
case they may be found upon the epiglottis, 
the aryepiglottic folds or upon the posterior 
surface of the arytenoids or cricoid plate. 
In late cases mixed lesions are found in 
which all parts of the larynx are involved. 

Extrinsic cancers of the larynx are char- 
acterized by insidious development and 
early metastases to the cervical lymphatics. 
Since a vocal cord is not the primary seat 
of the lesion, hoarseness is not an early 
symptom; rather the patient is apt to com- 
plain of dysphagia, odynophagia and otalgia. 
In the later stages, dyspnea supervenes: 


Except in rare instances complete surgical 


eradication is impossible. The treatment of 
choice is x-ray and radium. In most cases 
the prognosis is grave for both life and 
recovery. 

In contradistinction to the above, intrin- 
sic laryngeal carcinoma offers a most hope- 
ful prognosis. In no other internal organ 
does a malignant lesion give such early 
warning symptoms and render itself so 
available for early diagnosis and successful 
removal. In the great majority of cases 
these lesions have their origin on the an- 
terior half of one vocal cord. Even during 
the early stages, when there is but slight 
thickening of one cord, voice changes be- 
come apparent. As the growth increases 
hoarseness becomes more pronounced. Pain 
and dysphagia are absent. Indirect laryn- 
goscopy reveals the neoplasm, which may 
be in the form of a diffuse subepithelial 
thickening or even a fungating ulcerated 
mass. Most of these tumors are slow grow- 


‘ing. Since the lymphatic network in the 


immediate vicinity of the glottis is very 
scanty and without immediate connection 
with the cervical chain of glands, metastases 
are late in making their appearance. The 
stage described is usually present for several 
months, allowing sufficient time for diagnosis 
and successful treatment. As the disease 
progresses, extension to the contralateral 
side and periphery obtains with gradually 
but surely increasing gravity of prognosis. 
It is in this early stage, which, to repeat in 
emphasis, usually lasts several months, that 
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a diagnosis must be made. Any patient 
within the so called “cancer age,” that is, 
past forty years, who complains of per- 
sistent painless hoarseness, even for two 
weeks, should be suspected of having a can- 
cer until it is definitely disproven. It is 
imperative that an opinion be based upon 
thorough laryngeal examination before any 
treatment is instituted. | 

Differential diagnosis by means of sim- 
ple indirect laryngoscopy is often difficult. 
The three members of the triad may sim- 
ulate each other very closely. In every 
case of ulcerative or nodular laryngitis the 
first required procedure is the elimination of 
lues and tuberculosis as possible causative 
agents. Careful inspection of the lesion 
with attention to previously mentioned dif- 
ferential points facilitates the procedure. 
In case positive evidence of lues or pul- 
monary tuberculosis is found we must con- 
tinue to bear in mind the possibility of 
mixed lesions. As gummata and tuberculo- 
sis may occur together, and since a carci- 
noma may be found developing within a 
tertiary syphilide, the patient must continue 
to be kept under careful clinical observa- 
tion. 


If a carcinoma is suspected, or if with 
positive extra-laryngeal evidence of syphilis 
or tuberculosis the lesion has an atypical 
appearance, or fails to respond in a satis- 
factory manner to accepted therapy, there 
is one positively essential procedure to be 
undertaken. Biopsy and microscopical study 
of the tissue removed is not only permis- 
sible but mandatory. In years past there 
has been some agitation against so disturb- 
ing a malignant neoplasm on the grounds 
that metastases may be hastened. Some 
dissenters have advocated a prolonged thera- 
peutic test with potassium iodid in an effort 
to rule out lues as the causative factor. I 
feel very strongly that there can be no 
contra-indication to the establishment of a 
positive diagnosis by means of a well per- 
formed biopsy for the following reasons: 


1. Our clinical experience leads us to be- 
lieve that if the decision rests between 
gumma and cancer, the relative fre- 
quency of occurrence is a point in fa- 
vor of the latter diagnosis. 

If one were to depend solely upon clin- 
ical observation for the diagnosis. of 
cancer it might well result in the total 
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extirpation of a larynx in a case of 
non-malignant disease. 


3. A prolonged period of observation may 
do more toward inviting metastases 
than will the removal of a small bit of 
tissue. 


There is some and probably very real dan- 
ger of inciting a carcinoma to increased 
rapidity of growth through the trauma in- 
flicted by the taking of a biopsy. This cer- 
tainly is increased if the lesion is macerated 
by unskillful manipulation. If, however, the 
bit of tissue for microscopical study is re- 
moved from the edge of the lesion by means 
of careful and skillful instrumentation, and 
if the patient is prepared for any indicated 
surgical attack within forty-eight hours, 
the dangers of promoting metastases are 
minimized. 

Although the laryngologist must have a 
positive microscopical diagnosis of cancer 
before extirpating a larynx, he must bear in 
mind also that one negative report on a 
biopsy does not preclude the possibility of 
malignancy in a suspected case. The bit of 
removed tissue may reveal the benign pa- 
pillomatous surface only, when evidence of 
the true nature of the lesion is to be found 
infiltrating its base. In the event that car- 
cinoma is suspected, biopsies must be re- 
peated until a representative bit of the base 
has been obtained, or until the entire growth 
has been removed through intralaryngeal 
approach. 

The treatment of intrinsic carcinoma is 
dependent upon the position, the extent and 
the cell type of the lesion and upon its rate 
of growth as evidenced by its clinical be- 
havior. As each case presents an individual 
problem, it is necessary to consider all 
aspects of the condition before making a 
decision regarding the most efficacious 
means of combating it. 

Much attention has been given to Bro- 
ders’ classification of carcinomata into 
grades 1, 2, 3 and 4. Whether or not one 
agrees strictly with this scheme, he must 
admit the fact that carcinomata do vary in 
their degree of malignant degeneration. In 
certain cases the malignant growth is very 
slow while in others it is fulminating and 
most devastating in its spread. 

In type 1 we are dealing probably with 
local hyperplasia of epithelium, in which 
there is a tendency to malignant degener- 
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TABLE I. ANALYSIS OF CASES DIAGNOSED 
i SEX AV. DURATION DISPOSAL 
TYPE NO. es OF IRRADIA- | SURGERY |NO. TREAT.| TREATMENT 
AGE M F SYMPTOMS TION ADVISED REFUSED 
"EXTRINSIC 15* 59.2 yr. 11 4 14.5 Mo. 11 0 4 0 
MIXED 9 50.4 yr. 8 1 13.8 Mo. 5 3 0 1(xX-RAY) 
INTRINSIC 21** | 56.7 yr. 17 4 11.8 Mo. 1 17 0 2 (TOTAL L.) 
1 (HEMI L.) 























*3 cases with post-cricoid involvement, all females. 


**2 cases developed in recurrent papillomas. 1 case developed in a gumma. 



































TABLE ‘Ti. ANALYSIS OF CASES TREATED 
TREATMENT RESULTS 
co | TOTAL . NO 
| IRRADIA- vena LOCAL ; RECUR- APPARENT 
TYPE 2 LARYN- | LARYN- DEATH | IMPROVE- aariee ‘ah 
sail GECTOMY | GECTOMY | REMOVAL MENT CURE 
2 
EXTRINSIC 11 0 0) 4 4 1 TREATED BY 
X-RAY 
Bil aot oe | 
MIXED 5 2 1 | 0 2 2 3 TREATED BY 
| X-RAY 
| 12 
INTRINSIC l ] 13 2 | 1 | 3 TREATED BY 
| | SURGERY 





























ation only after a period of months or even 
years. In this type, I believe, it is possible 
to do a conservative operation such as the 
removal of the growth with punch forceps 
or by means of actual cautery or surgical 
diathermy carried out through a laryngo- 
scope. It is obvious that this type of oper- 
ation is applicable in selected cases only. 

In the more advanced and _ infiltrating, 
vet well differentiated lesions corresponding 
to Broders’ types 2 and 3, if one is willing 
to accept a classification of this kind, there 
is infiltration beyond the obvious borders 
of the growth requiring more radical pro- 
cedures to effect a cure. Laryngofissure and 
hemilaryngectomy are the operations of 
choice and should be applicable to almost 
every case. The one prerequisite is early 
diagnosis! These operations may be used 
whenever the lesion is limited strictly to one 
vocal cord. As the vast majority of in- 
trinsic laryngeal cancers stay so limited for 
many months after hoarseness first appears, 
it should be necessary but rarely to perform 
a total laryngectomy. The advantage of 
these procedures lies in the removal of one 
half the larynx only, following which the 
patient regains a speaking voice and uses 
his natural airway. 
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Total laryngectomy or the complete sur- 
gical extirpation of the larynx is necessary 
when there is invasion of both vocal cords 
or a vocal process. Although the procedure 
is formidable and leaves the patient voice- 
less and with a permanent tracheostomy, 
the results are excellent if no metastases 
have preceded the operation. The prospects 
of a voiceless post-operative existence should 
never act as a deterrent. If the operation 
is not done when indicated, the continued 
growth of the neoplasm soon renders the 
patient not only voiceless but dyspneic to 
the point of urgent need for tracheotomy. 
Coming to the clinic at intervals for check- 
up examinations are several laryngectom- 


ized patients with complete cures: none of 


these regrets the loss of his cancerous 
larynx; some are using an artificial larynx 
to excellent advantage; all have been able 
to resume their places in society. 

In the highly undifferentiated or type 4 
forms of carcinoma surgery is of little value 
in any case. Extensive infiltration and me- 
tastases develop so rapidly that the neoplasm 
frequently is found to have invaded the 
thyroid cartilage and the extrinsic muscula- 
ture by the time the patient consults a 
laryngologist. The radiologist by special 
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technique is able in some cases to demon- 
strate these perforations in the thyroid car- 
tilage and thus be of service in determining 
the extent of infiltration. Such radiographs 
are not uniformly reliable and should be 
used as an aid only in diagnosis. It is of 
extraordinary interest to note that very few 
clinicians have reported such cases as cured 
for a period of longer than five years after 
any type of surgical operation. Massive 
doses of x-ray given preferably by a modi- 
fied Coutard method is the treatment of 
choice in these undifferentiated forms which 
are much more vulnerable to radiation than 
are the more highly differentiated types 
which must be treated surgically. 

Since carcinomata are not necessarily 
homogeneous from the standpoint of their 
cell type, I feel that a single massive dose 


of x-ray might well be given over the 
larynx of a patient who is a candidate for 
laryngectomy. This may be used also prior 
to laryngo-fissure or hemilaryngectomy since 
it is possible for the trained radiologist to 
give massive doses of x-ray to the larynx 
without producing destruction of cartilage. 
I would suggest that operation be delayed 
for about two weeks following irradiation. 
This combined attack embodies all of the 
known procedures and influences which 
speak for eradication of the growth. 

The necessity for early recognition and 
adequate treatment of carcinoma of the 
larynx is emphasized in the accompanying 
analytical review (Tables I and II) of the 
forty-five cases of this condition seen at the 
University of Michigan hospital during the 
three years preceding July 1, 1935. 





URETHRITIS: A STATISTICAL STUDY 


L. W. HULL, M.D.+ 
DETROIT, MICHIGAN 


This presentation is a study of 100 private male patients with urethritis from‘a social 
as well as medical standpoint. The cases were taken in order from my own office files 
beginning with the letter A and all were included until 100 had been collected. The ac- 
companying tables illustrate graphically the various points to be brought out. 

Table I.—Of 100 male patients with a urethral discharge when first presenting them- 
selves for treatment, sixty-six had gonorrhea as a cause of their urethritis, thirty-two 
other pus producing organisms and one an intra-urethral chancre. Five of those first seen 


for a non-specific urethritis, later on re- 
turned with the gonorrhea, one of them 
twice. Sixty of the 100 patients had a 
history of a previous gonorrheal urethritis. 

Table IJ, — Of the total seventy-one 
patients taken care of for gonorrhea, thirty- 
nine had a prior history of gonorrhea, 56 
per cent. 

Table III. — The cases of non-specific 
urethritis, thirty-three cases, gave a history 
of gonorrhea in twenty-two cases, 66 per 
cent, showing the major role played by ante- 
cedent gonorrhea in this type of infection. 
For the remaining eleven, as a cause of the 
discharge, we have drugs used as prophy- 
lactic in three, furunculosis, diabetes, syph- 
ilis, liquor accompanied perhaps with sexual 
strain and three without any admitted cause. 
The exact part in these tragedies played by 
masturbation is hard to determine though 
perhaps important and more common than 





¢Dr. Hull graduated from University of Michigan in 1911. 
He is Associate Attending Urologist, Receiving Hospital 
and Grace Hospital, Detroit. 
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TABLE I. CLASSIFICATION OF URETHRITIS— 


100 CASES 
Ce I sn ia sacecuoeaeeseunsoul 66 
WOm-speeihe trGOFHle occ ccc cick dc cccckcccaccces 32 
Both non-specific and gonorrheal urethritis ..... 5 
pe Pe reir epee res 
No previous venereal disease ................00. 40 
Previous venereal disease ..........ccccccescess 60 
TABLE II. GONORRHEAL URETHRITIS— 
71 CASES 
Previous venereal disease ............cscccceecs 39 
No previous venereal disease ...............-.08- 27 
Non-specific urethritis and gonorrhea ........... 5 
Non-specific urethritis and two gonorrheal 
FEES ocak eacndcodbeicucaidsakeduetie 1 
TABLE III. NON-SPECIFIC URETHRITIS— 
33 CASES 
With a history of gonorrhea.................005. 22 
Without history of gonorrhea .................. 11 
IE Soe he as 4 oth wane 1 
Chemical wretlaiis (drugs). ..........00ccesces. 3 
DY scclahctny a O56 Gok nie cb5 ae ads +e haeeke ele 1 
DRI GSia oie a ty. rch ag Shae hag S Tk we Be 1 
Sey SN WIN os oc ya vine cdeneesewnsenwea 2 
Ce MIE 5 kone ok bc vdiadicdaecksaeeee 3 





is suspected. The urethritis accompanying 
diabetes and lues cleared on the treatment 
of the cause, as did that occurring during a 
series of boils. 


TABLE IV. SOCIAL STATUS 
Seventy-One Cases of Gonorrhea 
I Sie kod an Gk eek dL LAE GAR LS SEED ERE 18 
EE err ree ener mr cerry 52 
NS no v.6a34eiwewnsaecaecvareavedenres 1 
PE kc he chdkkes sb aedds dec KOR Ewe eaerewed 1 
PN Gb ekwenns seknuawbaeeatealtscseadennee 1 
Thirty-Three Cases of Non-Specific Urethritts 
I Ee ene ee er er ee eee Seer 10 
ET ee Pees oy Sw kn RGD EE AR ROO aaN 23 
I ia eb Ni lc G Bala weiekon SRA Nite eae 1 


Table IV. — The social status of these 
two groups is shown in Table IV. Of 
the seventy-one gonorrheic patients, eighteen 
were married, fifty-two single, one undeter- 
mined. There was one divorcee and one 
widower. Thirty-four per cent married 
would seem to indicate that there is a cer- 
tain amount of protection against contract- 
ing gonorrhea afforded by marriage to the 
ordinary man. Ten of those with non- 
specific infections were married, twenty- 
three single, including one widower. 


TABLE V. TIME IN DAYS BETWEEN EXPOSURE 
AND APPEARANCE OF DISCHARGE 


E24 6-7 So © 11.02 1% iM. . %. 2. 
04345 22 1 2 Z 1 
Number of Attacks of Gonorrhea 
ROS a Re gees orcs ices ssusae nev thee SHS as ee Ie 38 
MEMRAD ER etsy ier ac Ras dk nS SW eniaed iA 12 
SEMIS Wr re ehnG tek eric aes pc neni Radek este eae es 4 

CLT Po ES Aa AO try On ed ae eR RR Ao ae Oc AN 
SETOSST CE hac 10 2 mn ae nee Ran SEEPS 6 


' Table V. — The interval in days between 
exposure and the appearance of the dis- 
charge, is shown in Table V. These inter- 
vals, as recorded, were accurate according 
to the patient. A good many seemed un- 
able to be positive because of multiple ex- 
posures. The rather prolonged interval, in 
some few cases two to three weeks, may 
seem to differ from the ordinary conception, 
but is correct and is of social interest in 
that the patient is infectious during that 
interval. Of the sixty admitting of venereal 
history, thirty-eight had had one prior at- 
tack; twelve had two; four had three, and 
six had five or more. The question of the 
recurrence of the same or old infection, 
comes up here. The time interval between 
attacks and admitted exposure, the clinical 
course of previous attacks as described, 
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seemed to bear out the statements of these 
men that they had been freshly infected each 
time. That it can happen is shown by one 
patient who acquired gonorrhea four times 
in six years, recovering without much dif- 
ficulty each time. Along with one of these 
infections he also picked up a chancre. This 
was his second attack of syphilis. 


TABLE VI. MULTIPLE VENEREAL INFECTION 
SURE 4:5 Aerkaiiiinr Eh eee 4 
(a) Reinfection after eleven years. Positive 

CE kis 6a os acers eee ass 1 
(b) Luetic urethritis. Positive dark field ...... 1 
Treatment with mercury discontinued 
eighteen days previous to appearance 
of new lesion. 
(c) Positive Wassermann and history. Treat- 
| RP er ere ee rene Serer or 2 
Re re err ee ee rer fryer ere cer rT 2 


Erosive Balanitis 


Table VI.—Multiple venereal infection 
occurred in several. Two penile chancres 
were seen in connection with urethritis, one 
of the cases having an accompanying gonor- 
rhea and the other being an intraurethral 
lesion without gonorrhea. This latter case 
was interesting in that the patient was under 
treatment for syphilis at the time and said 
that eighteen days prior to the appearance 
of the discharge he had finished a course of 
mercury injections. The dark field examina- 
tion was positive for the treponema. The 
lesion was not in the same location as that 
of his previous infection. Two other pa- 
tients had positive Wassermann reactions, 
knew of their trouble but refused treatment. 


There were two cases of chancroid and one 


of erosive balanitis. 


Table VII.—The most frequent major 
complication of gonorrhea is epididymitis. 
There was a history of an epididymitis in 
thirteen of the sixty who had attacks of 
gonorrhea before I saw them, 21 per cent. 
Eleven had epididymitis when first seen, 
having been treated by themselves or by an- 
other physician, 15 per cent, and eight de- 
veloped epididymitis while under my care, 
12 per cent. 

There were eight cases of acute prosta- 
titis in the series, 11 per cent. Three of 
these developed an acute epididymitis. In 
the. five cases known to have had a non- 
specific prostatitis and seminal vesiculitis be- 
fore contracting gonorrhea, two developed 
epididymitis, 40 per cent, and one an acute 
prostatitis, 20 per cent, unusually high per- 
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centages. Two cases developed periurethral 
abscesses, necessitating operation, one being 
referred for that condition. One patient de- 
veloped a gonorrheal proctitis, infecting 
himself while taking an enema. Refusal by 
a patient to permit of a dorsal slit being 
done, resulted in a severe balano-posthitis. 
He became psychotic and was institutional- 
ized for a while. There were three cases of 
gonorrheal rheumatism, two in repeaters 
who had had rheumatism in a previous at- 
tack. The third case was particularly in- 
teresting as he infected his wife, who also 
developed an arthritis. It does not seem as 
though this were merely a coincidence but 
that it would show a selective affinity for 
certain tissues by this strain of the gonococ- 
cus. One Cowper’s gland abscess was oper- 
ated on. 


TABLE VII. COMPLICATIONS OF GONORRHEA 
Bi- 


EPIDIDY MITIS : lateral Right Left Total 
(1) During previous attacks 
es. 5 3 3 13 
(2) Care of self and other 
Co re ere erry 3 2 a 11 
CZ) Came BE BRE on bd siccines 2 4 2 8 
re eer een irre re 8 
Acute epididymitis as a complication ............ 3 
Non-specific urethritis and gonorrhea ............ 5 
SE MED «6 bn cH ck eccdinsdbecvecssaroecas 2 
Pe ED 55 6554 00h ek eda sb saeaneraeusenees 1 
nn SONNE ki bkk i Kksdddcneesscceeeencaes y 
I, Gk Oict is Gopi ei ie exeesaneal eck ccurnaee 1 
| re Pr mr ne re rer 1 
Sig ad os 40a No dR eee oe whens SESERON 1 
ee rrr Ter er rr TT Ter 2 
(a) First attack—infected wife and wife had 
PEEP Ee ee TSO TTT rere eT Perry terre ToT 1 
(b) Attack of rheumatism during other attacks 
Oe I he. kei s be ekic enti eeierens 2 
I 5s ig See perce yiews dck ea angsawe 10 
Large calibered No. 20 F, bulb .................. 1 
Large calibered No. 14-18 F, bulb ............... 6 
Sepmemeeete, WOMer GE PIED oon 5 ok. cd eds cccccnsonesces Z 


Ten per cent of these 100 patients had 
urethral strictures. Nine were in the group 
having a non-specific urethritis and one had 
an acute gonorrhea. Perhaps there were 
strictures in the group of gonorrheic pa- 
tients who left while there was a discharge 
containing gonococci and whose urethras, 
therefore, could not be examined. With 
all of these cases there was an easily demon- 
strable infection of the prostate and seminal 
vesicles, which, I believe, always accom- 
panies stricture. The calibres and other data 
on these strictures are shown in Table VII. 

Table VIIJ.—Consideration of the results 
of treatment is not particularly flattering. 
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Forty of the gonorrheic patients, | am sure, 
were cured of their infection, 56 per cent. 
Five discontinued treatments of their own 
volition and undoubtedly got well. Four 
became dissatisfied and went to some other 
physician. One patient was sent back to his 
physician as he had been referred only 
temporarily. Eleven left immediately or 
within a week, due to lack of money, hos- 
pitalization at the expense of the commu- 
nity, to the Board of Health clinic or per- 
haps to their own tender care and that of 
the corner drug store. Three were con- 
sultations and seven left the city and were 
referred elsewhere. It would seem that be- 
ing unable to see more than 56 per cent of 
a group of patients through to the end of 
their infection, is not a good record. Prob- 
ably no other disease gives such a large per- 
centage of patients who fall by the wayside 
as far as the physician and his treatment 
are concerned. 


TABLE VIII. RESULTS OF TREATMENT 


Gonorrhea—Seventy-One Cases 
OE ee rT eT Se rrr T 40 56% 
Probably cured (discontinued treatments of 

own volition) 


eee eee eee ees e eee eee eee ee 


To other physician, dissatisfaction ........ 4 
To other physician, his case .............. 1 
Few or no treatments (dissatisfaction, no 
money, Board of Health) ............ 11 
CI oi kee celees baneceekeeseaaws 3 
eg TT rT ee en eee 7 
Non-Specific Urethritis—Thirty-Two Cases 
Symptom free (at least temporarily)...... 22 68% 
Treated for sixty days or more, with some 
SI ixacciiduawdiconaceeeeandcs 4 
(1) Recurrence on drinking, left town .. 1 
(2) Intercurrent infection, small-pox, no 
cs pO OOO EET Tee aero Te 
Ce ED soo 2 sac hekckwhenadewncaeues 1 
Ce ii Mrevesntaescewssedduneans 1 
Discontinued treatment immediately or with- 
Sr UE, bd i kaKA end cAwncedsasraess 5 
CTY En OP So kn bk cccevccnscacs 1 
Cie Cee onic deen eedcannusaccdnes 3 
(3) Referred out of town. Stricture [in- 
SN ENE ichdecieedeecsncanwds 1 
ee. ar 1 


The results in the thirty-two cases of non- 
specific urethritis are twenty-two with ces- 
sation of the discharge and improvement, 66 
per cent. Four were improved but still re- 
tained a mild urethral discharge, a morning 
drop. One of these four was free of trouble 
for a short time only to have a recurrence 
after getting drunk. Another went through 
an attack of small-pox, reporting that while 
he had the small-pox, he was free of dis- 
charge, but it returned on recovery from 


27 





that disease. Another, I am sure, kept up 
his own discharge by persistent stripping of 
the urethra. Of the remaining five who dis- 
continued treatment immediately or within 
a week, three had strictures. One of these 
was referred out of town with instructions 
to continue dilatation of his stricture. A 
fourth died of small-pox. The fifth was 
classed as a sexual neurasthenic and was 
seen occasionally with a return of the dis- 
charge, due to a persistent desire to do 
something for himself, that is, use an in- 
jection, bougie or other medicinal agent, 
which he thought he needed at times. 


TABLE IX. TIME OF TREATMENT OF 


URETHRITIS 

Gonorrhea, acute, no previous infection or 
OT ee eT rere foe (9) 71 days 

Gonorrhea, acute, acute prostatitis as a 
SN ck bvtawawin soon ccade (3) 106 days 

Gonorrhea, acute, chronic prostatitis as a 
CNL, kp cicrivcevedeueeeeus (4) 333 days 

Gonorrhea, acute, with treatment by self 
and other physician, at office ....(13) 113 days 

Gonorrhea, acute, with treatment by self 
and other physician, in all .......... 159 days 

Gonorrhea (previous infections), no other 
a (8) 58 days 

Gonorrhea, (previous infections) chronic 
prostatitis of gonorrheal origin..(14) 225: days 

a. Cleared completely of gonorrhea 

i INE os hac ncdcusvence (4) 

b. Cleared completely of gonorrhea 

with residuary prostatitis .... (10) 

Gonorrhea, chronic, with residuary prosta- 
titis and gonorrhea .............. (4) 112 days 
Non-specific, no history of gonorrhea (5) 25 days 
Non-specific, history of gonorrhea..(14) 61 days 


Table 1X.—In Table IX, are charted the 
time taken in the treatment of these cases 
of urethritis. The average length of time 
of nine cases of acute gonorrhea, with no 
prior infection, was seventy-one days until 
discharged as cured. Three patients with 
an acute attack, complicated by an acute 
prostatitis, took an average of 333 days. 
This is the type of case where a search for 
other foci of infection is necessary. One of 
these men cleared very quickly after a ton- 
sillectomy. Thirteen cases, treated else- 
where and by themselves for a time before 
I saw them, took 159 days, on an average, 
to get well; 113 days under my care. With 
no other pathologic change in the genito- 
urinary tract, but a history of other gonor- 
rheal infection, eight cases were cured in 
an average of fifty-eight days. These men 
appeared for treatment immediately on rec- 
ognizing their trouble and were willing to 
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go the limit as far as their personal hygiene 
and treatment was concerned. Of fourteen 
with a new infection, complicated by a 
chronic prostatitis of gonococcal origin, 
four were cured completely in 225 days and 
ten in the same length of time of the gonor- 
rhea, but still had a residuary prostatitis and 
seminal vesculitis. These ten, however, I 
believe, were free of the gonococcus. Four 
patients were treated for an average of 112 
days without freeing them from the gono- 
coccus before they discontinued treatment 
with me. Without taking into consideration 
the strain of the gonococcus acquired and 
the individual resistance of the patient, 
about both of which we are rather uncertain, 
the severity of the infection and length of 
time required for a cure are directly 
dependent on infection of the urethral 
glandular adnexa, the glands of Littre, 
Cowper’s gland, prostate and seminal ves- 
icles. 


In the group with non-specific urethritis, 
five cases, with no history of gonorrhea 
cleared within twenty-five days: two com- 
pletely; three with no discharge, but a re- 
maining prostatitis and vesiculitis. Four- 
teen with a history of previous gonorrhea 
were clear in an average of sixty-one days, 
one completely and the other thirteen still 
having a residuary prostatitis and vesiculitis. 
It is in this latter group that we find the 
cases of stricture réquiring periodic dila- 
tation. Also those having indefinite pains, 
located variously in the perineum, rectum, 
penis, testes, suprapubic area and_ back, 
which flare up at times, due to indiscretions 
in diet, drink and sex activity. In this group 
are the cases with fibrosed prostates and 
seminal vesicles and scarred posterior ure- 
thras, which later on may develop obstruc- 
tion at the neck of the bladder. 

Considering this small series of cases 
from a social point of view, it must be 
evident that from the standpoint of the 
patient there is very little protection against 
venereal infection being afforded the indi- 
vidual by society as a whole. Human nature 
must be accepted as it is for the present and 
our efforts directed toward the eradication 
of the foci of infection, the carriers, both 
male and female. This is the job of the 
physician. The efforts to raise the morals 
of the community by education should be 
continued. 
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A VISIT TO SCANDINAVIA 


JAMES E. DAVIS, A.M., M.D., and B. HJALMAR LARSSON, M.D. 
DETROIT, MICHIGAN 


“T do not make that common mistake of judging another according to what I myself am. . 


because they are different.”—MOonTAIGNE. 


The most difficult of all arts is the art of 
living. Seeing it practised in different coun- 
tries by different people is a privilege. One 
strives to understand this art in home en- 
vironment, in college and in legislative halls. 
Untried theories are like the hypotheses of 
bachelors and old maids who declaim vol- 
ubly upon how to discipline children. North 
America is a land of great dimensions, 
great numbers, wonderful privileges, innum- 
erable problems, mixed races,’and unbounded 
possibilities. The complexities existing are 
a challenge for deliberate consideration of 
other peoples who believe they have gone 
far in solving certain problems in human 
relationships. Scandinavia has been heralded 
in popular literature as a veritable labora- 
tory for “middle way” experiments in 
socialistic living. How far this work has 
been carried along and how successful have 
been the results will be discussed. 


One may always count upon taking to 
the sight what he will see in the seeing. 
Historical, geographical and socialistic 
knowledge of countries to be visited should 
be acquired. Language communication with 
the people visited is exceedingly important. 

It is incorrect to say that English is 
freely spoken in Norway, Sweden, or Den- 
mark. If one has a German as well as an 
English vocabulary at his command, he will 
extend his conversational privileges con- 
siderably, but the Scandinavian smiles best 
and relaxes most when the conversation 1s 
in his own tongue. If one cannot speak one 
of the languages of these countries, he 
should by all means find a companion who 
can. It is of great advantage to sail on a 
boat of the country to be visited. It pro- 
vides a threshold of entrance. Even the 
stomach needs the opportunity for accom- 
modation to new flavors and differently 
prepared foods. The disciplines of the coun- 
try are learned. Friends are made among 
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. . While 
I feel that I am pledged to a certain manner of existence, I do not oblige every one to adopt it, as 
some men do; and I know and conceive a thousand contrary ways of life, and, unlike people in general, I 
perceive more easily the difference than the resemblance between us. I exempt another as much as you 
please from being of my conditions and principles, and consider him simply in himself, measuring him 
by his own model. . . . I vividly put myself in the place of others, and I like and honor them all the more 








those with bilingual accomplishments and 
from these new friends much is learned in 
specific information about the country to 
be visited. The stories, yarns and narratives 
of each other’s countries provide further 
basis for companionship. 

The M/S Gripsholm of the Swedish- 
American Line is equipped with a luxurious 
and well-booked library. The librarian, Miss 
Mabel Engstrom, A.M., a Swedish-Ameri- 
can teacher trained in the Universities of 
Indiana and Chicago, proved exceptionally 
efficient and amiable in supplying informa- 
tion about the places to be visited. 

Good maps of the countries to be visited 
can intensify interest, and do much to cor- 
rect misinformation, and economize time. 
It is especially helpful and stimulating to 
read popular articles and governmental re- 
ports concerning countries to be visited. 
Some excellent references to Scandinavia 
are listed at the end of this article. 

In 1922 one of us (Davis), when con- 
templating a visit to the University of Frei- 
burg, Germany, was asked by Professor 
Ludwig Aschoff if he was prepared to come 
in a pro-German or neutral spirit. A num- 
ber of friends who were permitted to read 
Professor Aschoff’s letter were intensely 
emphatic in criticising him for such a re- 
quest. However, Aschoff was right in ask- 
ing for this attitude. 

After having visited in France, Austria, 
Germany, Italy, Great Britain and the Scan- 
dinavian countries, it is proper to observe 
that one should not visit a foreign country 
for pleasurable and educational purposes un- 
less he can manifest a spirit of fairness 
and toleration. 

Larsson was born in Sweden and has a 
fluent command of Swedish, German and 
French languages, an excellent command of 
ancient and modern Swedish history, and a 
native’s knowledge of the country’s customs. 
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He had never harbored revolutionary ideas 
and could claim all the privileges of a re- 
turning son. : 

Davis was born in Canada and of parents 
from England and Scotland. Whether his 


forebears were Celts, Angles, Jutes or Sax- - 


ons, he cannot just say, but he has been 
well schooled in British traditions. 

With this ancestral preparation, it was 
not difficult to develop enthusiastic antici- 
pation of things to be learned and enjoyed 
in the lands of cooperative living. 

With free facilities to use and understand 
a country’s native language and the privi- 
leges of close association with some of 
her intelligent citizens, one becomes highly 
equipped for rapidly understanding the char- 
-acteristics of a people and their institutions. 
This was our privilege and good fortune. 
At Gothenburg, Sweden, we were met by 
Professors Gustaf Larsson and Axel Lars- 
son, who had planned to pool their vacations 
with ours. We were to have expert guid- 
ance and the joys of fine friendship with 
two gentlemen who were native sons of 
Sweden, equipped with extended university 
training at Uppsala, Sweden; Oxford, Eng- 
land; Grenoble, France; and Greifswald, 
Germany. 

All four in the group possessed cosmo- 
politan experience and fluency in English. 
Three were qualified to use Swedish, French 
and German languages. Two were expe- 
rienced teachers in Swedish educational in- 
stitutions, and one in American universities. 


The Viking Age 


The word “viking” in the early Norse 
literature was used to designate a grand 
tour, e.g., “he went a-viking.” Historians 
of the North have set apart what they 
called the “Viking Age” as referring to a 
time of universal disturbance or unrest 
among the Scandinavian nations. It was a 
time of folk-wanderings. This age in Eng- 
lish history began in 789 A. D. with an ap- 
pearance of Danish pirates in Dorset, Eng- 
land, followed by other visits by pirates 
from Norway, Denmark, et al, made to dif- 
ferent ports of the British Isles in 793, 795, 
798 and 802 A.D. Then for a generation 
all raids were made upon the west coast of 
Ireland, and probably Scotland. In 842 A.D. 
one-half of Ireland was conquered and to 
some extent settled by these raiders. Mon- 
astic colonies appeared to have been especial- 
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ly singled out for visits. Further history of 
the Viking records widespread attacks, espe- 
cially upon England, also upon Northern 
France and all western lands, and to the 
east in Russia. 

The Viking folk were ahead of the Chris- 
tian nations at this time in shipbuilding. In 
the eleventh century Normandy was under 
Viking rule, as was also East Anglia, and 
these were considered the best governed 
parts of France and England. 

The term “Viking” has been considered 
synonymous with cruelty and destruction by 
sea rovers, but modern historical scholar- — 
ship appears to show that the underlying 
reasons were much the same as those given 
by nations who have in recent times engaged 
in wars of conquest. The noted Danish his- 
torian, Steenstrup, gives the main cause of 
Viking raids as overpopulation, for families 
were large and inheritances were not divided 
but were kept intact for the first-born, 
thereby forcing those without inheritance to 
seek their fortunes at large. About the 
year 1000 A.D. a Swedish Viking is re- 
puted to have crossed the North Sea, visited 
England, Ireland, then traveled northward 
to Scotland, the Orkneys and Shetland Is- 
lands, thence to Iceland and farther west 
to Greenland. Returning to Europe, he 
visited northern France, Italy, Greece, Gi- 
braltar, Constantinople, thence home by way 
of Russia, Courland, Esthonia, Livonia and 
Finland. 

In the Younger Stone Age, or about 2000 
B.C., archeological records show evidence 
of Scandinavian visitations to these east- 
ward-lying lands. 


Norway 


A long, slender, mountainous country 
shapes the western side of the Scandinavian 
In length it is equal to the dis- 
tance from the Great Lakes to the Gulf of 
Mexico, but in area only 124,964 square 
miles, equalling the size of New Mexico. 
Its population is approximately 3,000,000. 
Norway holds wonderful secrets to tell. Its 
mountains are magnificent, its fjords start- 
lingly beautiful with inlets, rock-bound bays, 
and tumbling waterfalls dropping abruptly 
upon brown steep clefts into deep blue sur- 
faced waters to tell the world its story of a 
daily 15,000,000 horsepower development. 
The fjords are long, narrow arms of the 
sea, often extending far inland and bounded 
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by high cliffs. Their origin, according to 
folk lore, is mysterious but has been at- 
tributed to “volcanic whoopee” when the 
world was young, and to slow-going gla- 
‘ciers stopping on their way to land—gla- 
ciers being slower getting to where they 
are going than anything else in the world. 
The cruise of the Gripsholm extended 112 
miles up the Hardangerfjord, a name with 
gifts of music to Norwegian ears, glories 


to poets’ themes, and dreams to minds of 
mystics. 


Norway is proud of her culture, of her. 


great dramatists, notably Ibsen; great nov- 
elists, including Bjornson; great story tell- 
ers, such as Jonas Lie, and great composers, 
among them Grieg, whose songs Lillian 
Gustafson, of New York, sang effectively 
in the concert hall of the Gripsholm when 
but a few miles from the composer’s birth- 
place. This country’s population is singu- 
larly homogeneous. Fishing, in certain years, 
has been valued as high as twenty-seven and 
a quarter million dollars, and is, with forest, 
agricultural and nitrate products, its chief 
resource. Every year 115,000 silver foxes 
are exported, and there are approximately 
20,000 good fox farms in Norway. An 
excess of milk and hogs prevails in this 
country. 

Oslo, Bergen, Trondhjem and Hagesund 
are its four largest cities. The last-named 
looks down upon the Hardangerfjord. 

Norway’s foreign trade, per inhabitant, is 
more than five times that of the United 
States. The Norwegian merchant marine is 
numbered third in the world. The Geo- 
physical Institute in Bergen, under Pro- 
fessor Bjerkness, is regarded as the world’s 
best weather forecasting station. The aver- 
age length of life is greater in Denmark 
and Norway than in any other country of 
the world. 


The grandeur of Hardangerfjord, as seen 
from an ocean-liner, is awe-inspiring, then 
smiling and friendly as the little plateaus 
of green, dwarf birch trees and clean red 
tiled roofs, display habitations of hamlet 
and city. Hagesund, the largest of these, 
is Norway’s fourth city—a clean, dignified 
and substantial modern urban creation. The 
shores of the entire fjord are rocky, and 
irregularly sloping or rising more or less 
abruptly to occasional glacier heights, with 
covering fields of snow. (Norway has the 
largest glacier in Europe.) 
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The terminus for navigation of the Har- 
dangerfjord is Eidfjord, a small village 
facing this long arm of the sea and built 
on either side of a picturesque rushing 
mountain stream. Here we saw charming 
little wild flowers, potatoes blooming in 
purple and white, other vegetables, some lit- 
tle fields of grain, and hay piled on short, 
perpendicular poles. A pleasant little jour- 
ney was made on foot and by auto accom- 
panied by Miss Engstrom, librarian, and 
Dr. Holmberg, ship’s surgeon, along the 
sharp corners on the mountain side, up, 
along and in sight of the rushing mountain 
stream. The rugged beauty charms and 
lingers in mind, inciting a deep longing to 
return. 

Norway has been called a summer home 
of nature. Few locations on the earth en- 
joy such freshness or provide so much 
mental and physical invigoration. ‘The at- 
mospheric conditions are uwunexcelled, if 
choice is desired, for the climate is greatly 
diversified. Even in winter without the 
sun, there is compensating glitter of stars, 
glow of the moon and palpitating brilliance 
of northern lights upon stretches of snow 
fields. 

The people of Norway are more urban 
than rural; they are of large stature, vig- 
orous, alert in mind and body. Three aims 
have been before the people for years, (1) 
fostering educational advantages, (2) de- 
velopment of the arts and sciences, and (3) 
elevation of labor. 

In March, 1935, Johan Nygaardsvold, an 
erstwhile day-laborer who worked in the 
U. S. A. from 1901 to 1906, was sum- 
moned by the King of Norway to form a 
Labor Government, a result brought on by 
the cooperation between the Farmer bloc 
and the labor representatives. Thus ended 
the rule of the Bourgeois party. The new 
government received favorable comment in 
the press of the country, notwithstanding 
its plan for a general sales tax to raise 
seventy-seven millions to meet the unem- 
ployment situation. 

As long ago as 1837, 92 per cent of the 
children in all Norway were taught in am- 
bulatory schools, but in 1907, less than 1 
per cent were in this type of school. The 
schools are quite generally graded as ele- 
mentary, middle, gymnasium, and _ univer- 
sity schools. In the higher schools, two 
main divisions of work are planned—the 
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Real and the Linguistic-Historical. The 
Real school course is largely scientific. The 
medical school was founded in 1811 as a 
faculty in the Royal Frederik University, 
Oslo. There are, altogether, approximate- 
ly 5,970 schools in Norway. The buildings 
are justly reputed to be the most magnifi- 
cent, best located, and finest edifices of the 
country, but their furnishings are described 
as severely plain and often quite uncomfort- 
able. The school interiors contrast painfully 
with landscapes of small gardens, valley 
farms, interesting stone-paved valleys, rocky 
cliffs scantily clad in lower reaches of birch- 
es and evergreens, roadsides bedecked with 
charming little wild flowers and _ rustic 
bridges overspanning rushing, tortuous 
mountain streams on the way to their 
fjords. 

The Norwegian Medical Association is 
celebrating its fiftieth anniversary this year. 
There are now 2100 physicians in Norway 
compared with about 600 in 1885. Detroit 
has approximately enough physicians to do 
the work of all Norway. 


Sweden 


By way of the Skagerack and Kattegatt 
Seas, past the province of Bohuslan, through 
long rows of skerries (small isles), we came 
to enter Sweden’s greatest seaport, Gothen- 
burg (Goteborg), via the picturesque estu- 
ary of Bohuslan. This city is built upon 
weathered grey rocks, substantial, impres- 
sive and clean. Its docks are business- 
inviting, business-getting agencies of Swe- 
den’s increasing sea trade. Here is a pleas- 
ant place in which to shop, stroll or ban- 
quet friends. Past little markets on the 
quays or under rows of spreading trees, one 
walks leisurely upward and onward by sub- 
stantial red brick university buildings, the 
new library and theater, to view the bold 
and magnificent Carl Milles statue of Posei- 
don. A short distance beyond is the old 
fair ground with its Liseberg, or amusement 
park. About its brilliantly lighted spraying 
fountains is the open air theater, band pa- 
vilion, and fashionable eating places, where 
food of finest quality may be had at reason- 
able prices. Here we dined with friends 
who charmingly welcomed the returning 
son and their American guest, while the 
orchestra shifted their selections to Yankee 
airs. 
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Gothenburg owes its prosperity to Gusta- 
vus Adolphus, the Lion of the North, and 
the champion of Protestantism in Northern 
Europe. It is a rich and well built city 
from which are made large exports of iron, 
steel, timber and wood pulp. This city is 
situated in the province of Vastergotland 
(not to be confused with the island of Got- 
land in the Baltic Sea), which lies directly 
south and east of Bohuslan province, the 
land of the Vikings and the old sea rovers 
of the Bronze Age. Here the ancient Eng- 
lish hero, Beowulf, the King of the Gauta 
Goths, lived on the River Gotha, now the 
beginning of the Gotha Canal from Gothen- 
burg to Stockholm, on which one can travel 
for fifty-six hours eastward by canal boat 
to the capital, or to Uppsala, through scen- 
ery of wondrous beauty, probably the most 
beautiful in Northern Europe. 

It was in the environs of Gothenburg 
that the Keltic forebears and conquerors 
of much of England, Scotland and Ireland 
had their home. This and other influences 
make the Briton a blend of the Keltic, 
Danish, Iberian, Swedish, Norwegian, Ro- 
man and Saxon races. 


Visby, Island of Gotland (The City of 
Roses and Ruins) 


Here was the emporium of commerce for 
Northern Europe from the fifth to the fif- 
teenth centuries. We approached this “pearl 
of the Baltic” in the early morn of a day in 
August. The island, its surrounding glit- 
tering sea, the old wall and ruined churches 
are the remaining marks of a distributing 
center for trade established as early as the 
sixth century by Vikings who sailed down 
the Volga and Dnieper in their fleets, return- 
ing to trade with the Arabs, with the Greeks 
of Byzantium and later with Saxon England, 
Flanders and France. Visby, the ancient de- 
pository of fabulous wealth in coins, jewels, 
drinking cups, arms and other current 
wealth, has yielded rich discoveries. Of 
6,000 Roman silver coins dating from the 
first and second centuries, that have been 
unearthed in all of Scandinavia, 4,300 have 
been found in Gotland alone. The greater 
part of 30,000 Arabian coins found in Swe- 
den were unearthed in Gotland. 


Many relics from Ireland have been dis- 
covered here, indicating that the Vikings 
visited this country in search of beautiful 
wives and fine Irish linen. More than fifty 
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English towns are represented upon coins 
dug up in Visby. 

Gotland has, in its long and eventful 
history, been ruled by Danes, Swedes, Nor- 
wegians, the Hanseatic League, the Liitbeck- 
ers and the Russians. : 

In the Middle Ages, under the powerful 
and wealthy Hanseatic League, Visby mer- 
chants had their own yards and residences 
in London and Novogorod. The sea code 
of the Hanseatic fleet has become the foun- 
dation of the present maritime laws of the 
civilized world. 

The former glory in Gothic architecture 
stands nakedly beautiful in the sixteen or 
seventeen ruined churches and the great 
wall of Visby. 

Gotland has been called “an epitome of 
the world’s history in miniature.” Every 
age is represented in an island no larger 
than Lincolnshire, England—the Stone Age, 
the Bronze Age, the Iron Age, and the Mid- 
dle Ages. Wettersten states that this is 
the most wonderful island, geologically, 
archeologically and historically in the world. 
In 1924, Dr. Wettersten excavated an an- 
cient dwelling in the market place, which 
-was 6,000 years old and dated from the 
Stone Age; here he found beautifully 
worked stone axes and pieces of melted 
bronze and several skeletons. 

Along the sloping sea shore, just beyond 
the great wall which had enclosed and pro- 
tected the ancient City of Visby, are beau- 
tiful gardens of flowers, said by a passing 
Englishman to surpass the gardens at Kew, 
London. Here one looks from the glitter- 
ing blue Baltic with its flocks of sea gulls 
to the lovely tinted flowers, the pride of 
the modern residents of this old Viking 
city. 

In the ruins of the old church we saw 
enacted the play, ‘Petrus de Dacia,” under 
the management of the Director of Royal 
Opera of Stockholm. For sheer religious 
romanticism and natural scenic setting, this 
play has no peer for this was in St. Nico- 
laus, the priest’s own church, in the heyday 
of the Hanseatic League. 

Visby is now a fair city, of peculiar 
charm, a veritable pearl of the Baltic Sea. 


Stockholm 


Stockholm (“the isle of the log”), the 
capital city of Sweden, founded about 1255, 
is approached by two beautiful routes: one 
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by canal steamer through the inland lake 
region from Gothenburg, the western sea- 
port; the other by ocean boat from the 
picturesque arm of the Baltic Sea. This 
Venice of the North is called the most beau- 
tifully situated city in Europe, second only 
in world cities to Rio de Janeiro. It is sit- 
uated at the junction of Lake Malar and 
the Baltic Sea. Seventeen rock-ribbed is- 
lands, with intervening quays, form the site 


of this fair city, but within its environs are 
1,140 islands. 


Universities 


In Sweden there are four universities 
and three medical schools. The Medical 
Department of the University of Uppsala, 
forty-two miles north of Stockholm, was 
founded in 1478. The: Medical Department 
of the University of Lund, founded in 1668, 
twelve miles north of Malmo, Sweden’s 
third largest city, is situated in the southern 
part of the peninsula; and the Karoline 
Medical Institute of Stockholm, founded in 
1810, which is famous for the work of the 
great chemist Berzelius. At this last named 
institution we’were privileged guests of Dean 
Einar Key (Professor of Surgery and Mem- 
ber of the Nobel Prize Committee), who 
exhibited to us their new medical center, 
which includes new buildings now nearing 
completion—a 950-bed hospital, the medical 
school, nurses’ home, a separated orthopedic 
hospital, a pathological institute, and a 
projected new Radiumhemmet building, all 
to be assembled upon a splendid site of 
55,000 square meters, in the suburban bor- 
der of Stockholm. Here, we anticipate, 
will be the great medical center of Sweden. 
With Dean Key we visited old St. Maria’s 
Hospital and a modern private hospital, 
Roda Korsets Sjukhem. A two and one- 
half hour boat ride and an evening with 
Dr. and Mrs. Key at Gustafsberg, their 
picturesque summer home in the environs of 
Stockholm, afforded us a rare opportunity 
for discussion of Swedish medical affairs. 
Our sportsman readers will be surprised 
to know that within walking distance of 
Dr. Key’s home, moose roamed at will in 
the forests, and in season here is a hunting 
preserve. 

Of world-wide interest in the field of 
therapeutic medicine is the Foundation 
known as Radiumhemmet. Here is avail- 
able the largest quantity of radium held by 
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any single institution in the world. This 
is a centralized irradiation clinic not only 
for Stockholm but for all of Sweden. The 
personnel, consultation, and “follow-up of 
patients’ service is considered a model of 
its kind. At present, work is carried on in 
an old red brick structure not unlike our 
medical school building in Detroit. It is an 
appropriate comment to say, “Once a patient 
at Radiumhemmet, one must either get well 
or die before he is released from their 
follow-up service.” The records show that 
only three patients in a twenty-one year ser- 
vice are unaccounted for. Frequent biopsy 
sections are taken for microscopic examina- 
tion. Definite interval physical examina- 
tions of patients are made and carefully 
recorded. Examinations witnessed were 
thorough, systematic, gentle, tactful and 
better calculated to hold the confidence of 
patients than most private consultations we 
have seen. 

Drs. Ahlbom and Heyman were in charge 
of the clinical work and Professor Olle 
Reuterwall and Dr. Hansen were directing 
the work of the Pathological Laboratory. 
The pathological sections taken before and 
after irradiations and the clinical-patho- 
logical conferences were very interesting. 

The clinic secretary and statistician, Fro- 
ken Sigrid Boalt, was both courteous and 
obliging in assigning visitors to places in 
clinics. Great freedom in access to records 
and literature of this clinic is allowed visi- 
tors. 

The abundant clinical material examined 
dailv at Radiumhemmet makes this a nota- 
ble and unusually profitable mecca for all 
interested in any phase of neoplastic work. 


University of Uppsala (Founded 1477) 


Uppsala and Stockholm remind one of 
Ann Arbor and Detroit in their proximity 
to one another. The oldest university of 
Sweden is situated at Uppsala, an old and 
historic town. Its attractiveness is some- 
what overrated. It is certainly a dismal 
place on a rainy day and does not compare 
at all favorably with Michigan’s university 
city. The university buildings, with but 
few exceptions, are old and not very at- 
tractive. The new pathological and _ bac- 
teriological institute, however, is a model. 
Professor Robin Fahrzeus, who had planned 
this building, was kind enough to show and 
explain quite in detail the many advantages 
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incorporated in this new structure. Profes- 
sor Fahrzeus is known for his contribution 
of the useful “sedimentation test.” We 
found Professor Fahreus of great service 
to us as he explained many of the features 
of medical education in Sweden. 

A ward walk through the Surgical De- 
partment of the University Hospital with 
Professor Gunnar Nystrom and staff af- 
forded an excellent opportunity to view 
and learn many of the details of this well- 
known surgical clinic. The simplicity of 
treatment and apparatus used and the evi- 
dence of strict economy may be contrasted 
with some of the extravagances seen in 
many hospitals of America. Professor Ny- 
strom is distinguished in Sweden for his 
surgical skill and literary contributions. His 
embolectomy work is well-known in Amer- 
ica. 

The quaint old medizval brick castle, on 
a hill overlooking the city, the Linnzus 
Gardens, and the majestic old cathedral at 
Uppsala are reminders of important events 
and personages in Sweden’s history. 

The library at this university is justly 
famed for its size and its rare old books, 
having 800,000 printed publications, 17,000 
manuscripts and other collections. We are 
impressed that our freedom in the use of 
the library is better at Michigan than is that 
observed and explained to us in Sweden or 
Denmark. 


University of Lund (Founded 1668) 


This is the second of the two state univer- 
sities and is quite near Sweden’s third com- 
mercial city, Malmo, situated on the Ore- 
sund, a beautiful arm of the Baltic Sea and 
almost directly opposite Copenhagen, or 
about two hours travel by boat. It was 
founded in 1668, or 191 years later than 
the other state university at Uppsala. 

The University of Lund serves directly 
the southern part of Sweden. Its library 
contains 350,000 published books and 7,150 
volumes of manuscripts and other collec- 
tions. Here also is a depository of Pro- 
vincial Archives. 

Besides the two state universities of Upp- 
sala and Lund, there are two private uni- 
versities in Sweden, the Caroline at Stock- 
holm and Gothenburg. Both of these pri- 
vate institutions receive state support and 
are called state universities by many. In 
Sweden’s 6,500,000 popualtion, three medi- 
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cal schools upset the balance of the law of 
demand and supply, for we were informed 
that last year’s surplus of graduates num- 
bered three hundred. In all of the U.S. A. 
and Canada we have 87 medical schools to 
serve a combined population of 136,070,392 
or one school for each 1,564,027, and here 
again the product is too large. 


Homes 


A pilgrimage made to Marbacka, Varm- 
land, where Selma Lagerlof has immortal- 
ized, by three decades of creative writing, 
the Dalecarlian and Varmland spiritual life 
sublimations among the plain people of these 
provinces, is but a small tribute to this great 
soul, who, more than any living writer of 
the North Land, has flamingly said, “If 
any man love man, he must of necessity 
love God.” From her first book to her last 
one, says Hanna Astrup Larsen, “This mes- 
sage of love is the flame she has carried.” 
The Nobel Prize bestowed upon her for 
contributions to literature is an appropriate 
recognition of her greatness. 

When in a foreign country, there is no 
privilege more highly esteemed than that 
of a visit to a private home. We have men- 
tioned elsewhere our great pleasure and 
profit from an evening spent at the summer 
home of Professor and Mrs. Key, of Stock- 
holm; also a fine and interesting visit with 
Professor and Mrs. Robin Fahrzeus at Upp- 
sala. 

In Copenhagen, visits to the home of 
Professor Oluf Thompson, who is an en- 
thusiastic admirer of modern paintings, and 
that of Professor Paul Moller,* a con- 
noisseur of fine books, were delightful priv- 
ileges. It is stimulating to know what prom- 
inent members of one’s own specialty “live 
by” and find expressive of their sublima- 
tions. 

An unforgettable evening was spent at 
the home of Sven Hedin, the most famous 
of all Asiatic explorers. In America, he 
was in charge of the erection of the Chinese 
“Golden Temple’ at the last Chicago 
World’s Fair. The entrance to Hedin’s 
residence in Stockholm, on Lake Malar, 
is by a hall which has at its right a mural 
painting of the map of Asia, on which are 
traced in red the pathfinding routes of his 
explorations. On the left is a mural of the 
“Temple.” Upstairs, occupying one floor, 





*g9 used in Danish language. 
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are the living rooms of Sven Hedin and his 
devoted sister, Alma Hedin. The next 
floor above the living quarters is the won- 
derful library and work shop of the most 
prolific writer we have known. Fifteen 
sections of book shelves hold the bound 
volumes of Hedin’s own writings. Over 
4,000 carefully filed field sketches were on 
the library shelves. In one room, we ex- 
amined personal communications from celeb- 
rities of many countries; among these were 
letters from Theodore Roosevelt, Franklin 
D. Roosevelt, Kaiser Wilhelm, Lord Cur- 
zon, Von Hindenburg, Lord Kitchener, and 
many others of great renown. On Sven 
Hedin’s desk was the manuscript of a book 
he said must be finished by Christmas. He 
writes rapidly but carefully; only the left 
half of the sheet is written upon in ink. 
Asked if he rewrote his text, he answered, 
“Seldom,” but added, “TI like to do the proof 
reading if I have time, but often the editor 
receives it uncorrected.” 


At the age of seventy-two, this celebrated 
author and explorer is very actively at work. 
His mind is keen, alert, and is driving his 
genius for hard labor at a pace few younger 
men could follow. Of all creative laborers 
we have met, he inspires us most. 


Alma Hedin, Sven’s talented sister and 
philanthropist, is an author in her own 
right. “My Brother Sven,” “The Flower 
Fund,” and other writings are to her credit. 
As the founder and aggressive supporter 
of one of Stockholm’s Old Folks’ Homes, 
now with an inmate population of 1,500, 
she is known as one of the city’s noble 
women. 


At Liding6, on the high and rocky heights 
of a channel (Saltsjon) of the Baltic Sea, 
directly across from Stockholm, is the ar- 
tistic home of Carl Milles, Sweden’s great- 
est sculptor. In the garden are seen many 
of his original creations in appropriate set- 
tings. In the house are some notable col- 
lections of ancient sculpture and a fine old 
library. One entire morning was not too 
long in this treasure home. The sister of 
Carl Milles was a gracious hostess and an 
obliging guide during our visit here. 


This last summer, President Angell, of 
Yale University, conferred upon Carl Milles 
the degree of Doctor of Humane Letters, 
calling him “heir in your own right to the 
tradition of the grand style, bold and suc- 
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cessful innovator, wedding majesty with 
beauty as few since Buonarotti have known 
to do.” 


Hospitalization of Patients in Sweden 


Historically, the welfare of the sick in 
the Middle Ages was mainly called a Chris- 
tian work of charity, because of its control 
by the church and private benevolent so- 
cieties. At this time no real differences 
existed between the care of the poor and 
that of the sick. Institutions were found 
generally in connection with churches and 
convents. At the time of the Reformation in 
Scandinavia, convents were closed and 
church property was confiscated by the state, 
and it then became the duty of the state 
in the middle of the 17th century to pro- 
vide a reorganization of the hospitals. 

In 1700, the University of Uppsala set 
up an out-patient department for the train- 
ing of students. This was probably one of 
the first departments of its kind organized 
in any medical high school. During the 
eighteenth century a successful reform work 
was carried on, pertaining to hygiene and 
health. Provincial hospitals, called Lasa- 
retts (after Lazarus in the Bible), were or- 
ganized and some twenty of such hospitals 
were taken over by local hospitals and in 
turn given into the care of county councils. 
The county council, or the landsting, seems 
to have been an organization peculiar to that 
country at that time, and the greatest work 
of these councils concerned hygiene and 
health, and two-thirds of the expenses of 
these organizations was devoted specifically 
to this part of their work. The money 
utilized was collected from state taxes. 

The duties of these county councils in- 
volved the organization of institutions for 
the feeble-minded and their education and 
training ;.also they were obliged to arrange 
for the training of deaf-mute and blind chil- 
dren within their districts. The care of the 
insane was organized in a somewhat differ- 
ent way by the state under what was called 
“the state medical board,” but it was found 
later that the county councils were obliged 
to give aid to this work. 

The term “hospital” in Sweden is more 
strictly limited to institutions having the 
care of the mentally afflicted, while the Las- 
arett is an institution which came into ex- 
istence about the year 1740 as a necessity in 
caring for a large number of venereal dis- 
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eases which prevailed at that time at the 
close of the great wars. 

Certain divisions of care of the sick are 
designated by the term (1) Institution for 
the treatment of mental defectives and epi- 
leptics, (2) general hospitals and cottage 
hospitals, (3) sanatoria, (4) hospitals for 
the feeble-minded, (5) hospitals for chronic 
diseases, (6) cripples’ homes, and (7) in- 
stitutions for radiological treatment of dis- 
eases. 

The first type of institution is cared for 
by (a) state, (b) county councils and coun- 
ty bureaus, (c) societies or foundations, and 
(d) private persons. The state has mental 
hospitals, reformatories and institutions for 
the treatment of the blind and the deaf. The 
county council, separate councils and bu- 
reaus, separately or jointly with other coun- 
cils, are responsible for the reformatories, 
homes for the feeble-minded, labor homes, 
and asylums for uneducatable and ulculti- 
vatable idiots. 

Societies or private persons care for mi- 
nor institutions for uneducatable idiots, and 
also some schools and labor homes. General 
hospitals and cottage hospitals of the six 
largest cities are cared for by their county 
councils. In these hospitals care is largely 
given to chronic diseases. The term “hospi- 
tal’ as a rule is changed to Lasarett when 
the accommodation exceeds thirty. If below 
thirty, the term “cottage hospital” is used. 


At various hospitals maternity sections 
have been established, but in the two largest 
cities, Stockholm and Gothenburg, there are 
large separate maternity hospitals. There 
are also some minor and independent mater- 
nity institutions apart from hospitals. 


Orthopedic treatment is largely given at 
the. so-called “cripples’ homes.” Sanatoria 
were first formed by a grant from King Os- 
car II of 2,200,000 Kronor presented to him 
by the Swedish people in 1897. With this 
money, four public sanatoria were erected 
for the care of lung tuberculosis, all man- 
aged by a supervisory board appointed by 
the government. In addition to this group, a 
great number of sanatoria have been built 
in all parts of the country and most of them 
are owned and managed by county councils. 

Hospitals for the Feeble-minded.—The 
treatment in these institutions is free of 
charge unless a private room is occupied. In 
order to obtain a government grant, the hos- 
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pital for the feeble-minded must be approv- 
ed by the State Medical Board. Towards 
the maintenance of these hospitals an annual 
government grant is given varying with the 
number of beds and cases. 

Hospitals for Chronic Diseases.—Cases 
of chronic diseases are admitted to ordinary 
hospitals or cottage hospitals only if it is 
deemed the treatment given will yield es- 
sential improvement. State grants are given 
towards the erection of such hospitals and 
for such treatment and for the maintenance 
of these institutions. The control of such 
institutions is by the medical board of the 
state, which likewise controls the medical 
and nursing staff and their training. 

Cripples’ Homes.—These institutions or 
special orthopedic hospitals, as they are 
sometimes called, are partly out-patient de- 
partments and clinics, and they are attached 
to the state-aided cripples’ homes. These in- 
stitutions are supplemented by special or- 
thopedic departments which aid cripples in 
making a living. These special institutions 
are owned by private societies and receive 
ample means for their maintenance from 
public funds. Charges at the cripples’ homes 
for persons without means or small means 
are partly paid for by the state and county 
councils; the rest is paid for by the patient 
or by the municipality to which the patient 
belongs. 

Radiological Institutions.—lIrradiation 
therapy has now been organized for thirty 
years and is practically entirely centered in 
the general hospitals. Over the whole of 
Sweden, hospital authorities have taken over 
the cost of radiological treatment of poor 
patients or those in less favored circum- 
stances, also contributing as a rule to the 
treatment of those better off. The radio- 
logical departments in all larger hospitals 
are organized as central institutions. 

The Cancer Society in 1910 opened what 
is known as Radiumhemmet as a special ra- 
diotherapeutic hospital. This center is now 
developed into the central institution for the 
whole country. 

In 1928 a Jubilee Fund, in honor of Gus- 
tav V, received contributions from all parts 
of the country, and a large part of this fund 
was given by the king to further the work 
of combating cancer. 

A special visit was paid to one of Swe- 
den’s Provincial Hospitals at Vesteras. 
Here excellent service is being given by a 
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group of well trained physicians and sur- 
geons working under the Swedish system of 
medical social service. 

Socialism 

In Sweden’s last election campaign, Sep- 
tember, 1936, the chief issue seemed to be 
“liberty” in business, as against more gov- - 
ernment interference as an umpire or even 
rival. The conservatives demanded “private 
ownership of property, free enterprise and 
protection against the socialistic tax drain 
which will, they claim, cause the source of 
all economic progress, the formation of pri- 
vate capital, to dry up.” The Social-Demo- 
crats, on the other hand, insist on a continu- 
ation of their “social welfare” program. As 
the farm voters have swung over to the so- 
cialists, called a “‘cow trade,” a Farmer- 
Labor combination is likely to prevail for 
some time to come—since this party was re- 
elected. 

When consideration is given to the fact 
that the Labor party has been in power for 
several years, one can easily conclude that 
the trend of government has been favorable 
to the masses; and because the socialists 
and communists are very critical of each 
other, a so-called ‘““Middle Way” has been 
pursued. 

Sterling North, in commenting on Child’s 
“Sweden: The Middle Way,” has said:: 


“That Sweden’s Middle Way is more nearly com- 
mensurate with human dignity; more certain of 
promoting life, liberty, and the pursuit of happi- 
ness, and less likely to sprout sadistic legions in 
multicolored shirts than either communism or fas- 
cism, is the belief of the intelligent reader who pur- 
sues this quietly factual account of a noble experi- 
ment.” (Chicago Daily News) 


Denmark 


Denmark is justly famous for her Folk 

Schools and skill in scientific agriculture. 
Folk Schools 

Sir Michael Sadler, Master of University 
College, Oxford, has said, “The farmers of 
Denmark have won the admiration of the 
world by the intellectual and moral power 
which they have shown in their successful 
achievement of many-sided cooperation. 
They are forward-looking, cheerful, scien- 
tifically minded, and resourceful.” 

What Arnold of Rugby did for England 
the Christian radical, Bishop N. S. F. 
Grundtvig (1783-1872), pastor, poet, his- 
torian, and educational reformer, did for 
Denmark. He, with his chief disciple, Kris- 
ten Kold (1816-1870), founded “The Peo- 
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ple’s High Schools’ which gave the essence 
of a liberal education to farmers’ sons and 
daughters and worked a miracle of culture 
in the Danish country-side. Corporate life 
in an atmosphere of liberal education gave 
practical culture. 

The Folk high schools are voluntary and 
are for rich and poor, town and country, but 
particularly for industrial workers and 
farmers. There are twenty normal schools 
in Denmark attended by approximately 
2,000 pupil teachers. 

As a rule the Folk schools have a five- 
month winter course for young men and a 
three-month summer course for young 
women. About one-third of the agricultural 
youth of the country havé taken a course at 
the Folk high schools and the agricultural 
schools during the past thirty years. The 
reputation of having the best farmers in the 
world is held by Denmark, and this is un- 
doubtedly due to the popular Folk school 
educational program. This, again, may ac- 
count for the overwhelming majority of 
Danish farms being owned by the farmers 
themselves, there being less than 7% leased 
or tenanted. These farms, from the largest 
to the smallest, are organized in coopera- 
tive societies and establishments that stretch 
over sales and purchases and every branch 
of production in agriculture. The coopera- 
tive dairies, for example, have made it pos- 
sible for the small farms to dispose of their 
comparatively small output of milk at the 
same price as that obtained by the large 
farms. 

Practically one-third of the people in 
Denmark earn their living by handicrafts or 
industry, chief among which are prepara- 
tion of food stuffs, clothing, earth works 
and building, wooden goods and metal 
goods. Denmark is especially noted for its 
porcelain and silver technical products. 


Educational Foundations 


Denmark has three great Foundations— 
the Carlsberg, Rask-Orsted and Monsted. 
The first two are devoted to liberal arts and 
science and the last to commercial. and eco- 
nomic activities. Beer produced the money 
for the first and margarine for the last 
Foundation. 

Universities 


There are two universities in Denmark, 
one in Copenhagen and one in Aarhus; the 
latter was started experimentally in 1928. 
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It now has a 1000-bed hospital and a 350,- 
000 volume library. The University of 
Copenhagen was founded in 1479 and is a 
state institution, but is largely self-govern- 
ing and self-supporting. About twenty pro- 
fessors are elected as a Consistorium and 
with the Chancellor (Rector Magnificus) 
elected for eight years, constitute the gov- 
erning body. The students elect a Stu- 
dents’ Council which with similar bodies 
from other educational establishments elect 
the Danish Students’ National Council to 
represent all Danish students. 

Approximately 5,500 students are matric- 
ulated at Copenhagen, and of these 1,000 
are women. 

There is no fixed time for the duration of 
the courses and the student can take ex- 
aminations when he thinks he is ready. The 
minimum, however, is usually five to seven 
years. Doctorate degrees are acquired 
through scientific treatises which are printed 
and must be defended in public. 

The State College of Engineering, found- 
ed in 1829, has the same rating as the Uni- 
versity. 

There are no less than 303 technical 
schools with 30,000 students in Denmark. 

The Royal Veterinary and Agricultural 
College was founded in 1773 and now has 
700 students. 

It has been said that the literacy of any 
people can be judged by its libraries. Den- 
mark supports about eighty-five public libra- 
ries, Of which seventy-seven are in rural 
districts. The total number of books in the 
libraries is approximately 2,250,000. 

The visit to Denmark included attendance 
at the Fourth International Congress of Cy- 
tologists, held in the University Physiolog- 
ical Laboratory of Professor Albert Fischer 
in Copenhagen, an institution supported lib- 
erally by the Rockefeller Foundation. 

An interesting feature of the program of 
the Congress included demonstrations by 
Dr. Alexis Carrel and Colonel Charles A. 
Lindbergh of their robot heart. Colonel 
Lindbergh made repeated demonstrations 
of the mechanical construction of the appa- 
ratus while Dr. Carrel explained the physio- 
logical applications and exhibited micro- 
scopic slides of heart, thyroid gland, spleen 
and kidney tissues after subjection to the 
perfusion experiments. 

We were greatly impressed by the pleas- 
ing personality of Colonel Lindbergh, and 


Jour. M.S.M.S. 











VISIT TO SCANDINAVIA—DAVIS AND LARSSON 


with the masterful knowledge he had of the 
mechanical and physiological principles util- 
ized in the construction and operation of 
this very wonderful apparatus. Quite con- 
trary to press reports, there was no assem- 
bling of curiosity mongers at this confer- 
ence. At the entrance gate of the institute 
not a single interlocutor could be seen. The 
report given by the press was a pure figment 
of imagination. 

All who visit Denmark should see Elsinor 
(Hamlet’s) Castle at Elsinor, approximate- 
ly seventy miles from Copenhagen at the 
Narrows of Oresund. Here is an interest- 
ing old castle where Shakespeare is said to 
have found the niaterial for his “Hamlet.” 
The auto trip from Copenhagen is through 
beautiful country beside the narrow arm of 
the Baltic Sea. Viewed from a boat on the 
sound at sunset, the castle with its verdigris 
roof, is a sight of unforgettable charm and 
beauty. 


Collectivism in Scandinavia 


Very few countries have progressed fur- 
ther in the direction of social security than 
those of Scandinavia. This progression is 
because of historical determinants. Capital- 
ism reached the peak of its development 
earlier in Scandinavia than in the United 
States and collectivism is developing faster 
in Scandinavia, as is also the so-called lower 
class consciousness. 


The various forms of social insurance are 
all to be found in Scandinavia, though not 
all in each of the countries. There is hard- 
ly any stage of life which is not now cov- 
ered by some kind of pension or insurance. 


The lack of private resources with which 
to pay physicians is said to have resulted 
in the appointment of public physicians. In 
Sweden public hospitals now have more 
than three-fourths of the beds and public 
funds very largely support the private hos- 
pitals. The result is that private hospitals 
and private physicians are forced to keep 
their rates down somewhere near the level 
charged by public physicians and public hos- 
pitals. Today in each of the Scandinavian 
countries millions of dollars are paid out 
every year in sickness insurance. 

Voluntary unemployment insurance pre- 
vails in Norway, Denmark and Sweden, but 
it was quite inadequate to cope with unem- 
ployment during 1921 to 1924 and 1930 to 
1935. 
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Old age pensions are effective in Den- 
mark and Sweden but not in Norway be- 
cause of inadequate finances. 


K. K. Steincke (Minister of Justice) in 
discussing “The Social Reform Law in 
Denmark”’ says that there are four principal 
laws, the Unemployment Insurance, Acci- 
dent Insurance, National Insurance, and 
Poor Relief Laws. The system of National 
Insurance has proved very popular—the in- 
sured constitute over 80 per cent of the 
population over fifteen years of age. Old 
age annuity is paid to 45 per cent of those 
over sixty-five years. Disability annuity is 
paid to 31,000. The Poor Relief Law deals 
with all aid given outside of the insurance 
system. Social Reform in Denmark costs 
about 11 per cent of the national income, 
73 per cent being paid by the state and 
municipalities, 23 per cent by the insured 
and 4 per cent by employers. The perma- 
nency of this social reform depends upon 
having a low rate of unemployment. 


In Sweden, the profits from public own- 
ership by the state, not municipal enter- 
prises, were double the interest-on the na- 
tional debt in 1931. 


Writers in Scandinavia, like Manfred 
Bjorkqvist, are arising to say “collectivism, 
too, has its fateful risks,” and to ask, “‘What 
kind of fellowship can be developed by peo- 
ple who have fled from themselves in order 
to lose themselves in the group, but thereby 
we solve neither our own problems or those 
of the group as a whole? The greater the 
paucity of personalities within a group, the 
more impoverished is the spirit of the 
group.” 

Return Voyage 

The Swedish-American Line kindly ex- 
tended and transferred our tickets to the 
Polish, Gdynia American Line and we re- 
turned on the S.S. Kosciuszko, named after 
the general and Polish hero who assisted us 
in our war of independence. We were given 
the best accommodations on the boat, and at 
the dining table our associates were Captain 
Edward Pacewicz, of Gdynia, Poland, 
Chief Officer of the boat, and Zdzislaw Ku- 
bikowski, Symphony Orchestra Director, 
who was returning to America after com- 
pleting a two-year scholarship at Cracow 
University. 

Under what is known as the Kosciuszko 
Foundation of New York, a number of 
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splendid young Polish-American students 
have been enabled to attend the old and 
famous universities of Warsaw and Cra- 
cow. Here fine opportunities were available 
for study in the arts of music and painting 
and also in the science of medicine. We 
were impressed by the fine words of praise 
given by the Polish-American students for 
the home of their ancestors and the na- 
tional efforts now being made to overcome 
the economic difficulties prevailing, | 

The finest comradeship is readily avail- 
able among people of all nations when equal 
educational and financial privileges obtain. 
Through the courtesy of the officers of the 
Kosciuszko we were presented with a hand 
made set of flags representing Norway, 
Sweden, Denmark, Poland and the United 
States of America. 
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THE TREATMENT OF ACUTE DIARRHEAL DISORDERS OF 
INFANCY AND EARLY CHILDHOOD WITH BANANA 


AND BANANA POWDER* 


EARL W. BRUBAKER, M.D.+ 
LANSING, MICHIGAN 


This paper presents the clinical aspects only of the banana therapy in the treatment of 


fifty-six cases of acute diarrheal disorders. 


No attempt is made to analyze the mode of 


action of the banana diet, nor to enter into any exposition of the chemical or the pyhsio- 


logical phenomena therein involved. 
ical results. 


The conclusions drawn are based solely on the clin- 


Twenty-four control cases were treated with well-recognized methods of therapy. 
The fifty-six cases were seen either in the wards or in the out-patient department of 


The Children’s Hospital of Philadelphia 
from July 1, 1935, through November 1935. 
They ranged in age from three weeks to 
seven years, the greater number being under 
two years of age. As will be seen from 
Tables I, II, and III, several types of infec- 
tion were present, with temperatures rang- 
ing from ninety-eight degrees I*. to one 
hundred and four degrees F. per rectum, 
and with histories of from one to fourteen 
days illness prior to the treatment. The 
general picture is that of the usual “run of 
the mill’ diarrheas of infancy and early 
childhood, occurring during the summer 
and early fall. 

The following tables show the detailed 





*From the Children’s Hospital, Philadelphia, Pennsylvania. 
Thesis submitted to the faculty of the Graduate School of 
Medicine of the University of Pennsylvania, in partial ful- 
filment of the requirements for the degree of Master of 
Medical Science (M.Sc. (Med.)) for graduate work in 
pediatrics. 

¢Dr. Brubaker graduated M.S.P.H., University of Michi- 
gan; M.D., Detroit College of Medicine, 1930. For five years 
he practiced in Mason, Michigan. He was Resident in Pedi- 
atrics, Children’s Hospital, Philadelphia, 1935-1936. He took 
a postgraduate course in Pediatrics at the University of 
Pennsylvania, where he received the degree M.Sc. (Ped.). 
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results with bananas, banana powder, and 
the twenty-four control cases treated with 
recognized standard methods during the 
same period of time. 


The treatment was administered as fol- 
lows: 


First forty-eight hours: 
Materials used: 


1. Crushed (or mashed), ripe banana (yellow 
flecked with brown). 

2. Banana powder. 

3. Boiled water. 


Amount used: 


1. One-third banana per pound of body weight 
per twenty-four hours (or): 

2. One tablespoonful of banana powder per 
pound of body weight per twenty-four hours. 

3. Boiled water ad lib. 

When given: 

1. Every two hours, during the twelve hours of 
the day. 

2. Every four hours, during the night, which 
really means only two feedings at night, as: 
10:00 P.M. and 2 A.M. 

3. The two night feedings are twice the amount 
given in the day feeding. 


Jour. M.S.M.S. 
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TABLE I 
INFECTION: N for none 
E for enteric Stools previous B -Bananas RESULTS 
P for parenteral to the treatment BP-Banana powder 
U for unknown 
’ ' G good 
Diathea Ward “Ww 7 7 z M4 Number of stools F fai 
efore Admission M C O ~ after Treating for air 
_Treatment “Age B U O E 
Case in | Temper- E S D R P poor 
— iil ian " - cee. dae ee 
1 2 15 99.2r | O | N | 22 XX XX B 7 4 2 G 
2 2 19 9 r|/O;N]{ 5 XX x B 3 2 2 G 
3 3 12 99.8r'|}O | P 6 x XX B 5) 3 3 F 
4 3 | 7yr.| 98.6m]O |N | 6-7] xx XXX B 3 2 2/1 6G 
5 2 | 5yr.| 100 r|O]P 6-7 | xx XX B 2 1 0 G 
6 2 16 | 100 r|O]}P | 15 XX XXX B 8 6 3 G 
7} 4/1 | 9 r}/O/N| 69| x x |B | 4/5] 4 #F 
8 2 10 | 102 r|O]P } 10 x XXX B 3 3 3 G 
9 | 2] 15 | 99.4r/0 |p| 78| x x|B|5{/4/|3{ =G 
10 2 |2yr.| 99.44 |/O}N] 8 XX XX B 5 4 5 Fic F 
11 7 30 99.8r}O]}N |] 5-6] xx XX B 6 2 3 G 
12 2 18 . 101 r|j/O{N 8-9 x XXX B 3 2 2 G 
13 3 24 99.8r | O | N 5-6 | xx XX B 4 2 2 G 
14 2 27 | 100 r O|E 5-6 | xx XXX B 4 1 2 G 
15 6 36 101 r|Oj]E 5 x XX B + 2 2 G 
i6 | 14 | 24 | 98.4r/O0 | N| 45] xx «let set aile? «6 
17 3 30 101 r}O|{P 5-6 x XXX B 4 3 2 G 
is | 5 | 1 |101.4r{o]}P | 67! x xx | B | 4] 2/21] + =G 
i9 | 2/1 9 | 96rlol}P | 56] x xx | B | 2| 3 | 21! =6G 
20 1 | S5yr.| 99.2r |} O | N 6 x XX B 4 2 2 G 
21 1 2 1100 rj|O|E 5 x XX B 3 1 1 *G 
22 2 5 99.8r | O | P 5-6 | xx XX B 3 2 2 G 
23 2 8 99.6r | O | P 4-6 x XX B 1 2 2 G 
24 7 5 99.6r | O | P 5-6 | xx XX B 1 1 2 G 
25 4 4 1004%r | O | N 7-8 XX XX B t 3 2 F 
26 3 5) 99.6r | O | N 5-6 x XX B 3 2 1 G 
27 7 24%) 99.8r|O|;N | 13 XX XXX B 5 5 3 G 
28 vi 2%, 98 r|O {tN 5-6 XX x B 4 3 3 F 
29 2 44%) 101 r|O|P 6-7 XX XXX B 2 3 2 G 
30 Yas 134] 10134r 'O | P 5 XX XX B 4 4 3 F 















































x is moderate. xx is moderately heavy. xxx is heavy. 
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TABLE II 
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INFECTION: N for none 


E for enteric 
P for parenteral 
U for unknown 























Days of Outpatient -O 
Diarrhea Ward —W 
aa Before Admission 
Treatment 
silencio Age | 
Case in Temper- | 
Num- Mo. ature 
ber 
31 Z 6 99 .4r | O 
32 2 234; 99.5r | O 
33 14 6 99 .8r | O 
4 99.8r | O 





99. 


Stools previous 
to the treatment 





B -bananas 
BP-banana powder 
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3 98 .6r N 
2 | 99.810 | N- 
7 }101 r| WE 
2 | 99.4r | wl N- 
3 | 101 r | Wl P 
~ 3ul 100 r| Ww N- 
8 | woyr | Ww] iN, 
4) 99.8r | WN” 
gt 98 . 6r win. 
3 | 9 r| win. 

a 99.8r | W Pp 
s4) 99.4r | W | EB 
ee 100 r Ww N 








_ c ’ id Number of stools 
M C 0 T after Treating for: 
B U O E 
E S D R 
R Y 24 48 96 
hrs. hrs. hrs. 
7-8 XX XX B 5 4 5 
5-6 Xx XX B 5 3 4 
5-6 XX x B 3 pe 2 
4-5 KK x B 3 2 1 
B 
B 




















RESULTS 
G good 


F fair 
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mea a. BP = .. 4 3 OF 
% XXX BP - r? ‘. 3 a FO 
"Ve | Sele) oe) 6) ee 

on XXX BP i .: 4 7 r 
|) oe et el et oP ee 
xx | BP| 17 | 10 | 16| P 

XX BP r ra ¥ * 3 od , 
le | BP) oe | Ble] le 
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x is moderate. 
the treatment. 


xx is moderately heavy. xxx is heavy. 





(D)* died about three weeks after discontinuing 


Jour. M.S.M.S. 
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TABLE III CONTROLS 































































































































































































INFECTION: N for none 
E for enteric Stools previous ST for accepted 
' P for parenteral to the treatment standard treatment RESULTS 
U for unknown 
: G good 
Days of Outpatient -O N M B W 
Diarrhea Ward -W U U L rm Number of stools : 
Before Admission M C 0 ~ after Treating, for: F fair 
Treatment |—;— a 
aniline Age B U O E 
Case in | Temper- E D R a P poor 
Num- Mo. ature R z 24 48, | 96 
ber hrs. hrs? | hrs: 
1 t | 9 1oor | WIP! 5-6] xx x | srl 3 4 4 | F 
2 Sh 34 | 100r | W/ P 5-7 | xx xx | ST 5 7 8 P 
3 3 4%| 102 | WIP | sg “x xx | sT| 6 9 |Died|  p 
4 4 | 10 | 102 | WIE | 14 * wx | ST | 8 3 2 G 
5 2 8 100r WIP | 14 Xx XXX ST 4 1 2 G 
6 7 114 102r WiP 6-8 x XXX ST 13 3 5 F 
Zé 2 2 99r WIN. 6-7 x x XX ST 4 3 3 G 
8 14 9 100%r | W | P M x x XX ST 6 hk 4 F 
9 4 7 103r | WIP | 5-6 x Xx ST 6 6 . F 
10 1 1 101r WiP 11 x XXX ST 10 7 a P (D)* 
11 8 10 99r WiN | 14 x XXX ST 3 2 3 G 
12 3 5 100r WiN 10 x XXX ST 5 8 16 Pp 
13 1 2% 102r WiP 8 XXX ST 9 16 5 F 
14 1 36 104r WiP 4 x XX ST 16 y 3 G 
15 3 30 103r WiP 5 xXx x XX ST 5 3 2 G 
16 1 32 100r |W|N | 4 x x ST 1 1 2 G 
17 7 18 100r Win M x XXX ST 2 5 5 F 
18 1 16 99r WIE 12 XX x XX ST 2 5 5 F 
19 21 30 101r WP 14 x XXX ST 5 4 1 G 
20 1 18 104r Win 6 x XX ST y. P. 1 G 
a1 | 21 5 | 10r |wlPe| 7 2 «| ol @l #] « p 
22 7 34| 100r WIE 5 x XX ST 3 1 6 Pw, 
23 7 2 99r WiP 7-9 XX XX ST 5 5 7 P 
24 3 3 101r W iP 4-5 x XX ST 5 6 B Pp 















































M—means many or numerous stools, number not known. ST—means standard treatment of orange juice 
mixture for twelve hours followed with some form of protein milk. x—is moderate. xx—is moderately 
heavy. xxx—is heavy in amount. (D)*—these patients died within the four to seven day period after 
admission to the hospital. 
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Example: An infant weighing eighteen pounds. 


1. Daily requirement of crushed ripe banana 
would be six bananas (may be whipped with 
water to make liquid). 

. One-half banana every two hours during day. 

. One banana for each of the two feedings at 
night. 

. Using banana powder the requirement would 
be eighteen tablespoonfuls. 

. Dissolve or mix this amount of powder in 
thirty-three ounces of boiled water. 

. Give three ounces of ahove every two hours 
during the day, and six ounces at the two 
night feedings. 

. This treatment to be repeated for the next 
twenty-four hours; nothing else orally, ex- 
cept boiled water, for the first forty-eight 
hours. 


The second forty-eight hours of treatment (transi- 
tion diet) : ; 
In infants still on bottle formula: 


1. Use skim milk in place of whole milk in orig- 
inal formula, one and one-half ounces per 
pound of body per twenty-four. May add 
casec. 

. Use banana powder so as to have seven and 
one-half per cent in the formula. 

. Feed regular hours as before treatment. 

. I have advised babies on breast feedings be- 
ing taken off the breast the first forty-eight 
hours only. 

. May have boiled water between feedings ad 
lib. 


In the older infants and children the following tran- 
sition diet was suggested to choose from: 
Breakfast 
Cooked cereal, with water in severe cases, or 
skim milk in the milder diarrheas. 
Cocoa made with water or skim milk. 
Toast. 
Use very little if any sugar. 
Cottage cheese. 
Dinner 
Potato, rice, or barley gruels. 
Toast. 
Few crisp soda crackers. 
Afternoon 
Weak tea or orange juice and toast. 
Supper 
Cereal with skim milk in mild cases. 
Toast. 
Banana. 
Cocoa with water or skim milk in milder cases. 
After the above, start on the regular diet. If the 
diarrhea is not checked, or starts again, go back to 
the banana or banana powder treatment. 


Observations 


The stools of those infants from two to 
eighteen months of age, who were on the 
banana therapy, were watery or mucous, 
and dark green to gray at the end of twenty- 
four hours. After the second day they were 
a lighter gray to a light yellow, and on the 
third to fourth day they were fairly soft 
and normal yellow in color. In no case 
were the stools in hard masses after the pa- 
tients were on the banana therapy treatment 
for two days. 
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Banana and Banana Powder were given 
to eight or nine normal infants; and there 
was no evidence of constipation or diarrhea. 
Several cases which had just a slight loose- 
ness of stools were corrected in two to three 
days when put on the banana or banana 
powder. 

Ong case of marasmus, in which the ordi- 
nary sugars cause diarrhea when given in 
required amounts in the formula, was put 
on banana powder with twice the number 
of calories required without causing diar- 
rhea. 

As an experiment in sugar tolerance un- 
der the banana powder, one child who was 
normal except for an internal hydrocepha- 
lus with an obviously fatal prognosis, was 
given approximately one hundred calories 
per pound of body weight, or three times 
the estimated amount given in our cases on 
banana therapy, for forty-eight hours. Not 
only was there no evidence of glycosuria, 
but the child showed no diarrhea nor con- 
stipation. One isolated case like this can- 
not be taken as a generalization, but it is 
interesting to note that this infant had a 
sugar tolerance considerably above the su- 
gar-content of the amount of banana pow- 
der used in the treatment of diarrhea in my 
series of cases. 


Mortality 


There were no immediate deaths follow- 
ing the use of banana or banana powder 
therapy in the treatment of the diarrhea. 
Two deaths occurred about three weeks 
after discontinuing this form of treatment. 
These were of very severe marasmic infants 
who developed diarrhea following paren- 
teral infections. Their prognosis was very 
poor, and every means of treatment was 
used without avail. They were transfused 


_with whole blood, given clysis, continuous 


intravenous fluids, and medications, result- 
ing in the prolongation of their life, but in 
eventual death. 

In the control group there were three 
deaths, which occurred within two to five 
days after start of treatment. These cases 
were all one month and under in age, and 
were given intravenous blood and fluids. 

One may conclude from the above that 
there is no one specific form of treatment 
for all cases, and that younger age groups 
carry a heavier mortality’no matter what 
treatment is prescribed. 


Jour. M.S.M.S. 
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Interpretation of Results 


Results were recorded as good, fair, and 
poor, and were based first on the relation 
between the initial severity of the attacks 
and the specific improvement after ninety- 
six hours of treatment; and second on the 
length of time that elapsed between the start 
of the treatment and the resumption of reg- 
ular and normal bowel movements. For 
example: 

Case A.—Upon admission the patient had been 
having ten stools daily. At the end of forty-eight 
hours the number had dropped to five, but they 
were still watery; after ninety-six hours this num- 
ber was reduced to three; but as the stools were 


still abnormal in character, the results were classi- 
fied as only fair. 


Case B.—This patient, also with ten stools daily 
at the start of treatment, had nine stools at the end 
of twenty-four hours, and five at the end of forty- 
eight hours; and after ninety-six hours had reverted 
to seven stools of abnormal character and appearance 
daily. This was recorded as poor. 


Case C.—The number of stools starting with thir- 
teen daily before treatment was instituted, had 
dropped to five at the end of the twenty-four and 
forty-eight hour periods respectively; and to but 
three stools of normal appearance at the end of 
ninety-six hours. This result was recorded as good. 


All the patients treated were examined at 
the start of treatment, and at the end of one 
day, two days, four days, and seven days 
respectively after the start of therapy, so as 
to be certain of normal bowel function. 

The final results of the treatment are 
shown in Tables IV, V, VI, and the con- 
trols in Table VII. 

Tables IV and V show the results with 
bananas and banana powder respectively. 


TABLE IV. BANANA THERAPY 


A. Sixteen cases, eight months of age and under. 


Results : 
Good, eleven cases.............. 69% 
Fair, three cases. ..........<... 19% 
Se. ee rrr ree 12% 
B. Twenty cases, nine months of age and over. 
Results : 
Good, seventeen cases............ 85% 
Wait, (iWO0 GASES... oc 5c 5 cc ccc: 15% 
Poor, none. 


TABLE V. BANANA POWDER THERAPY 


A. Fifteen cases, eight months of age and under. 


Results : 

CeOOU,: FOUF CHOOSE 6c kcc sc ccce cess 27% 

Cg. Serer rye ee 40% 

er ee 33% 
B. Five cases, nine months of age and over. 

Results : 
a... 80% 
WHO sk ssh ce Coan os 20% 


Poor, none. 
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Table VI shows the combined results of 
cases on banana and banana powder. 


TABLE VI. 
A. Combined cases (36) on banana treatment. 
Results : 
Good, twenty-eight cases......... 78% 
De Ss ok ov ch a cecvaned 17% 
Wy WO CRAMER oo i kn ci. chase 5% 
B. Combined cases (20) on banana powder treat- 
ment. 
Results : 
Good, eight cases................ 40% 
Fair, seven cases............ce<- 35% 
ee a ee 25% 


C. Total combined cases (56) on banana and banana 
powder therapy. 


Results : 
Good, thirty-six cases............ 64% 
Prams; thiPGGeh CASES... ..66 55655: 23% 
FOUR: SOVON COMER «6 asin ciicecnes 13% 


Table VII shows the controls, which were 
on the standard treatment. 


TABLE VII. 
A. Thirteen cases, eight months of age and under. 
Results: 
es, re 23% 
Wane; 109G@ C0006... 5 62. ccc cscs 23% 
Poor, seven caseS................ 54% 
B. Eleven cases, nine months of age and over. 
Results : . 
Good, seven CASS... <.. 0.600005 64% 
We SO CE oink cen cadcwees 36% 


Poor, none. 
C. Combined control cases (24). 


Results : 
a 38% 
oS a re 29% 
POE, CHRD CAGEB Soo cc cic cccics 33% 


RECAPITULATION OF TABLES IV, V, VI, AND VII. 


0 0 % 

Table IV. Banana Therapy. Good Fair Poor 
A. Eight months of age and 

Ce cicacnenseadamnaacs’ 69 19 12 

B. Nine months ofageandover 8&5 15 0 
Table V. Banana Powder Therapy. 

A. Eight months and under.. 27 40 33 


B. Nine months and over...... 80 =6.20 0 
A. Banana therapy .......... 78 17 5 
B. Banana powder therapy.... 40 35 25 


C. Banana and banana powder 64 23 13 
Table VII. Controls. Standard Therapy. 
A. Eight months of age and 


ne ee Oe era a = 
B. Nine monthsofageandover 64 36 0 
C. Combined ages ........... sas 2 & 


These tables bring out the relationship 
between the ages of the patients and the 
results obtained, the greater percentage of 
success being found in the older group, 
which had relatively the fewer members. 
It is especially interesting that a much 
greater success was had even with the young- 
est infants with the banana therapy than 
with the accepted methods of treatment. 

The younger infants are the more difficult 
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patients with whom to get favorable results 
in intestinal upsets, even under the most 
favorable conditions possible. In this group 
—(the banana powder therapy versus the 
controls )—we have two groups under iden- 
tical conditions. Both groups were ward 
patients concurrently admitted, thereby giv- 
ing us adequate control in regard to therapy 


and observation. The banana powder ther- 


apy gave thirty-three per cent poor results, 
while our control cases gave fifty-four per 
cent poor results for the same age-group 
(eight months and under). The banana 
powder therapy gave us twenty-one per cent 
less poor results than the control group. 

In a similarly controlled group as above, 
but in the age group nine months and over, 
we had no poor results, but the good results 
with banana powder were sixteen per cent 
greater than in the control group. 

The banana therapy gave even better re- 
sults than the banana powder. This group 
of patients were in our out-patient depart- 
ment and able to be taken care of at home, 
which does not give one as fair a compari- 
son as do the hospitalized groups, who were 
more adequately under our control and ob- 
servation. But with these facts in mind, my 
study of the out-patient cases on banana 
pulp therapy leads me to conclude that this 
treatment is just as efficient, if not more so, 
than the banana powder therapy. 


Conclusions 


These two general conclusions may be 
drawn from these cases: 

1. The use of the banana powder or pulp 
is more efficacious than the well recognized 
methods of therapy for acute diarrheal 
disorders occurring in infants and young 
children. 

2. The banana powder or pulp is a safe 
therapeutic procedure for infants and young 
children as prescribed in my series of cases. 

These results indicate that the banana 
powder or the banana pulp may receive fa- 
vorable consideration in the treatment of 
those intestinal upsets occurring during the 
summer and fall months in infants and 
young children. In view of these facts, the 
banana powder or pulp therapy should prove 
a useful addition to the physician’s arma- 
mentarium. 

Addendum 
Measured Facts About Bananas 

Composition of fully ripe bananas (yellow skin 

flecked with brown). 
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One Average-size Banana 


- Weighs approximately as purchased: 
5%% ounces (150 gms.) 
3%4 ounces (100 gms.) 
Contains (peeled) approximately (100 grams) 








Per Cent 
(%) 
csc Soaeahicn sl gale ts ad Nea ahba mba 75.6 
DONT STII onda 5 dice cicveuds 21.1 
Dextrose ...64.. 4.5% 
LGVUIDSE ovis ccc 3.5% 
ee 11.9% 
Total Sugars. .19.9% ; 
ce SEES ee Te COP LET ECT Te 1 
ET eT Se eT OT Se Lee Mer The 6 
RN ois oe od hk dane eae Cee 6 
I ath te Ad cakes ie eee 8 
Important Minerals 
Calcium ..... .0090% 
Copper ...... .0002% 
are .0006% 
Phosphorus 0310% 
100.0% 
EE SE biiccweccededresesswondunned 95 


Vitamins 
A—appreciable source of this vitamin 
B—appreciable source of this vitamin 
C—good source of this vitamin 
D—good source of this vitamin 
Banana powder or sugar is essentially the same as 
the above, except with the water content lowered to 
three or four per cent. The vitamin contents are 
preserved intact, according to the manufacturers of 
these powders. (See Bibliography, Reference 5.) 


Selection and Preparation of the Banana Pulp 


The method which was advised in preparing the 
banana pulps is as follows: A ripe banana (yellow 
flecked with brown) with as few bruises as possible 
is selected, stripped and any bruised portion cut 
away, and lightly scraped, so as to remove the fibrous 
material. Next, one of the following ways for 
mashing bananas is suggested: 

1. Press banana through a wire strainer or potato 

ricer. 

2. Mash with spoon or fork until creamy. 

3. Break into a bowl and beat with a rotary beater 

or electric beater until creamy. 

4. Press through a banana creamer. 

The resulting pulp is mixed (or given as pulp), 
with water in the proportion ordered in the several 
feedings; if given to infants, it may be fed through 
a nipple with enlarged holes or given as a thick 
cereal feeding as in the treatment of pyloric spasm. 

To avoid any misunderstandings, and to insure 
that instructions were followed exactly, all direc- 
tions, including return appointments, were given in 
writing. 

The ease and cheapness with which the bananas 
could be obtained made this method especially ac- 
ceptable to the mothers of our out-patients; and 
ei consequently, codperated with us exceptionally 
well. 
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Physicians and Old Age Pension Taxes 
Under the Social Security Act* 


Preliminary procedures are under way to make 
effective the old age benefit provisions of the Social 
Security Act. The regulations that have been pro- 
mulgated by the Bureau of Internal Revenue look- 
ing toward the assembly of the mass of detailed 
data with respect to the employers and employees 
from whom the taxes are to be collected are of 
immediate interest to physicians. 

Each person who on November 16 was the em- 
ployer of one or more persons, subject to the excep- 
tions noted, must have reported that fact prior to 
November 21 to the postmaster from whose post- 
office the employer obtained his office or business 
mail. He must also have made application on form 
SS-4 for the assignment of a number—an “identifi- 
cation number” to be used for identification pur- 
poses in connection with the collection of taxes un- 
der the act. Physicians who were employers on the 
date named were required to comply with this re- 
quirement. If they failed to do so they should now 
communicate with their local postmasters for in- 
structions as to how to proceed to make the de- 
layed application. A physician who became an em- 
ployer after November 16 must also apply for an 
identification number within a period of thirty days 
after the relationship of employer and employee is 
established. This application, the regulations pro- 
vide, must be made to the field office of the Social 
Security Board in the area in which the office of the 
physician is situated or, in the absence of such field 
wre to the Social Security Board at Washington, 

Persons who were employees on November 24 are 
likewise required to obtain numbers, called “account 
numbers,” by filing application on form SS-5, on or 
before December 5, with the local postmaster. Per- 
sons becoming employees after November 24 must 
also file application for numbers thirty days after 
the employment begins. While physicians generally 





*Ep. Note: The article appeared as an editorial in the 
Journal of the American Medical Association, November 
28th. It contains information and instructions important to 
every physician, presenting as it does his obligation under 
the old age pension section of the Social Security Act. 
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are considered, under the regulations, as independ- 
ent contractors and consequently not subject to the 
taxes imposed on: employees, if physicians are em- 
ployed on a full time or part time salary basis they 
are apparently to be considered as employees. Such 
physicians must file application for “account num- 
bers” on form SS-5. As employees they are subject 
to the tax on employees, and their employers must 
pay the employer’s tax with respect to them. 

Certain employments do not come within the old 
age benefit provisions of the Social Security Act. 
Among the exceptions are agricultural labor, domes- 
tic service in a private home, casual labor not in the 
course of the employer’s trade or business, service 
performed by an individual who has attained the age 
of 65, service performed in the employ of the 
United States or of any state or subdivision or in- 
strumentality of either, and service performed in 
the employ of a corporation, community chest, fund 
or foundation organized and operated exclusively 
for religious, charitable, scientific, literary or educa- 
tional purposes, or for the prevention of cruelty to 
children or animals, no part of the net earnings of 
which inures to the benefit of any private share- 
holder or individual. Physicians who employ only 
persons embraced within these excepted employ- 
ments or who are themselves engaged in such ex- 
cepted services are not required to make application 
for identification or account numbers. 

Employers’ and employees’ taxes will be collected 
by means of monthly returns to be filed by employ- 
ers, who not only must pay to the local collector of 
internal revenue the tax imposed on employers but 
also must deduct from the wages of their employees 
the employee’s tax and transmit that also to the col- 
lector. The first returns will be due not later than 
March 1, 1937, covering wages paid for services 
rendered during the month of January. The regula- 
tions that have been promulgated cover in detail 
the records that must be kept by employers, the 
method of executing returns, the information they 
must contain and other matters relating to the tax. 
Physicians should promptly familiarize themselves 
with all the requirements, so that as much confu- 
sion as possible may be avoided. THE JOURNAL 
will from time to time offer suggestions to aid phy- 
sicians in meeting the requirements of the act. 
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“Every man owes some of his time to the up- 
building of the profession to which he belongs.” 
—THEODORE ROOSEVELT. 


EDITORIAL 


WHY OPPOSE THE BASIC 
SCIENCE BILL? 


URING the past year we have com- 
mented freely upon the Basic Science 
Bill. There is no conceivable proposed legis- 
lation in favor of which so much may be 
said and so little against. As we have already 
emphasized, it simply requires that all per- 
sons who assay to treat the sick show evi- 
dence of a competent knowledge of such 
basic sciences as anatomy, physiology, pa- 
thology, chemistry, bacteriology and hygiene 
and public health. This surely is an irredu- 
cible minimum. Any intelligent layman has 
a right to expect as much of any practitioner 
he consults for himself or for his family. 
Why should anyone oppose it? It does 
not interfere with, nor discriminate against, 
anyone now legally engaged in any of the 
healing professions. In fact any profession 
or cult would be helped by raising the stand- 
ards of its members. The state (which 
means every voting person in the state) ex- 
tends the right to practice any profession in 
it, medicine or law, to certain supposedly 
qualified persons. The state has a right to 
expect that all persons granted such right, 
qualify themselves to practice. This is a 
matter of public interest and concern. The 
Basic Science Bill is perhaps the greatest 
personal health measure that has ever been 
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proposed, and, from the financial viewpoint, 
the least expensive. Schools for instruction 
in the Basic Sciences are already in existence 
and well equipped for the purpose. No for- 
midable or expensive machinery is necessary 
to put the bill into operation, once it is made 
a law of the state. 





CRUSADE AGAINST 
TUBERCULOSIS 


A CRUSADE against tuberculosis was 
announced in the December number of 
this JouRNAL. It has been very widely pro- 
claimed in a series of articles by Paul de 
Kruif, well-known author, and Mr. A. M. 
Smith of the Detroit News. No doubt this 
movement which originated and which is 
being pressed with great vigor in Wayne 
County will not stop until the whole state 
is included in a large campaign on the part 
of the medical profession to rid the state of 
this disease. The recognized methods of 
apprehension of very early tubercular in- 
volvement consist of the tuberculin or skin 
test with an x-ray examination of the pos- 
itive reactors to the skin test. 

An extra responsibility is placed upon the 
shoulders of the roentgenologist, since, to do 
this work properly, one requires very wide 
experience in chest roentgenology. Many ex- 
aminers will be confronted with patients 
who are, to all intents and purposes, normal 
persons. It is an easy thing to make diagno- 
sis of tuberculosis where a considerable por- 
tion of the lung is involved, and where the 
evidence of disease is visible even across the 
street. It is a different proposition to be able 
always to apprehend a very early minimal 
lesion. This can be done in the first place 
only by the best quality of x-ray films, after 
they are processed, so as to show the finer 


lung structure. The fluoroscope will not an- 


swer the purpose. The function of the fluor- 
oscope in chest diagnosis is limited to the 
apprehension of the grosser pathology and 
of possible pleuritic adhesions or to the ex- 
amining of respiratory or cardiac move- 
ments. In the diagnosis of the lung tubercu- 
losis, its use is very much limited. A num- 
ber of physicians in various parts of the 
state have installed fluoroscopes in their of- 
fices. It should be emphasized that the fluor- 
Oscopic is a very small part of an x-ray 
examination. Compared with first class 
films, it is doubtful if the fluoroscope is of 
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any advantage apart from observing the 
natural movements of the various thoracic 
and abdominal viscera. Anyone who at- 
tempts to make more out of it than this is 
deceiving both himself and his patient. 





MASS THRIFT 


THs is a new term to many of us. We 
have always considered thrift a personal 
matter. Dickens once defined it as follows: 
“Earn one pound, spend nineteen shillings, 
eleven pence, thrift; earn one pound, spend 
one pound and one penny, poverty and mis- 
ery.” Mass thrift so-called has been em- 
ployed to designate social security, resulting 
from the contributions from the pay envel- 
opes together with employers’ contributions, 
which is to make up the old age and unem- 
ployment insurance, after January 1, 1937. 
The details have been fully discussed during 
the past political campaign. 

Now that the tumult and the shouting 
have died away and with them pre-election 
emotion, it is opportune to study the sub- 
ject of economic insecurity with as much 
light and as little heat as possible. We have 
received a brochure of about eighty pages 
entitled ‘““The Problem of Economic Inse- 
curity in Michigan” by William Haber, 
state relief administrator, and Paul L. 
Stanchfield. The brochure consists of a re- 
port to the State Emergency Welfare Relief 
Commission. We earnestly advise perusal 
of it, a careful study, in fact, inasmuch as 
it contains an up-to-date assemblage of sta- 
tistics on the subject. 

The urbanization of population which has 
taken place since the early nineties more 
particularly in Michigan, which has become 
one of the most highly industrialized states 
in the union, has made wage earners of 
thousands who were at one time self-em- 
ployed on farms and in small businesses. The 
growth of large competitive industries has 
greatly increased the insecurity of those who 
have to work for a living. Old age was at 
one time not the problem that it is at pres- 
ent. On farms, the aged could always find 
work suited to their waning physical pow- 
ers so that they were seldom a burden to 
their families. Under the industrial regime, 
there is nothing they can do and at times, 
owing to the unemployment, their families 
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are likewise helpless. Many also who had 
felt themselves secure against the day when 
they could no longer work, have had their 
savings swept away or have lost their homes 
through mortgage or tax foreclosure. 

Medical science and preventive medicine 
have had the effect of enabling thousands to 
reach old age, who, under conditions which 
prevailed before the development of medical 
science, would not have survived, so that we 
have a larger number of people past middle 
age than at any other time in history. This, 
coupled with the fact that competitive in- 
dustry demands employees with quick re- 
action time, as well as good physical endur- 
ance, has thrown thousands of people in first 
class physical condition but with slower re- 
action incident to age, out of employment. 
These are some of the features that go to 
produce a permanently unemployed as well 
as unemployable class. Haber computes this 
class in Michigan to be over 200,000 fam- 
ilies. 

Then there is the matter of technical un- 


employment. In spite of the contention of. 


certain economists, inventions and improve- 
ments in machinery deprive thousands of 
men of a livelihood of whom great numbers 
go months, sometimes years, before they are 
properly adjusted to new conditions. Ma- 
chines have frequently made skilled trades 
obsolete. All this gives an idea of the 
problem of insecurity awaiting solution. 

We have no doctrinaire scheme for the 
solution of the problem of economic in- 
security. It is one, however, which should 
engage the attention of every thinking phy- 
sician, and let us hope that all are in this 
class. Whatever is done to mitigate the evils 
of social insecurity, the medical profession 
have felt that-the socialization of medicine 
would simply add fuel to the burning. The 
socialization of medicine is not in the ex- 
perimental stage. It has been tried out in 
European countries with the result that in 
those countries where state or socialized 
medicine prevails the science of medicine 


has not shown any appreciable advance.. 


The best medical care is to be had in those 
countries in which the physician is not ham- 
pered by regimentation. The peculiarly inti- 
mate nature of the practice of medicine is 
incompatible with methods incidental to so- 
cialization. 
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PROPERTY RIGHTS VERSUS 
HUMAN RIGHTS 


Nay take my life and all; pardon not that; 
You take my house, when you do take the prop 
That doth sustain my house; you take my life, 
When you take the means whereby I live. 


yes the discussion of the subject 

of social security, we have heard much 
about human rights versus property rights. 
It is unfortunate that a distinction has been 
made. Strictly speaking, there is no such 
thing as property rights. There is, however, 
a legal recognition of property rights, so- 
called; what is really meant, however, are 
rights to property. The mere mention of 
property signifies ownership and ownership 
must refer to human beings. Every person 
has property. That property may be only 
his clothes or his house or his automobile. 
The desire to acquire is almost a primal 
urge with mankind. The protection of prop- 
erty means protection of human rights. Peo- 
ple insure themselves in order to protect 


property rights, which are of course their 
human rights. 


The quotation given above is one that 
everyone will recognize. The Duke of Ven- 
ice has pardoned Shylock in his conspiracy 
against the life of Antonio, but he gives 
half of Shylock’s wealth to Antonio and the 
other half is to be confiscated by the state. 
Portia interrupts, suggesting that all of 
Shylock’s property go to the state and none 
to Antonio. In reply, Shylock gives utter- 
ance to the above statement. His attitude is 
perfectly natural. What is life if there is 
nothing to sustain it? The words of Shylock 
possibly represent Shakespeare’s personal 
opinion. We should, therefore, suggest that 
all rights are human rights. 





THE BASIC SCIENCE BILL 


E have commented several times on 

the desirability of a Basic Science Bill 
in this state as a forward public health meas- 
ure. The bill to be presented before the 
meeting of the legislature has been very 
carefully drafted and the text is printed in 
this number of THE JOURNAL OF THE 
MiIcHIGAN STATE MEpIcaAL Society. It is 


hoped that each member will read it care- 
fully. 


Now that you have the text of the bill, 
further comment is unnecessary. 
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EDITOR’S EASY CHAIR 


The 
Editor's 
Easy 
Chair 


MEDICINE AND INSECURITY 
A FEW weeks ago at a dinner, a fellow- 
member of the profession said to me 

that he was sick and tired of hearing so 
much about medical economics and of hav- 
ing it dished up so frequently in medical 
journals. If a man attended to his own busi- 
ness and were on the job constantly, and 
gave his best services, he would have no oc- 
casion to worry over the future of medi- 
cine—or words to this effect. There are 
many things that are unpleasant to think 
about. One of the most disagreeable sub- 
jects, that of taxes and taxation, sticks out 
like the proverbial “sore thumb,” so that 
one cannot help thinking about it. If every- 
thing went along like a song, we could per- 
haps do away with the subject of economics 
entirely, perhaps not; economic security 
might be about the worst thing that could 
happen to us. To quote Browning: 

Then welcome each rebuff 

That turns earth’s smoothness rough, 

Each sting that bids nor sit nor stand, but go! 


Be our joys three-parts pain 
Strive and hold cheap the strain. 





However, I wonder if the doctor’s at- 
titude towards medical economics explains 
the name, the dismal science, by which eco- 
nomics in general has been known. 

* OK OK 


More recently, a panel discussion of eco- 
nomic insecurity, with the emphasis on 
medical aspects, was held under the au- 
spices of the Economics Committee of the 
Michigan State Medical Society. Four lay- 
men and four physicians sat around a table 
and presented their opinions. The whole 
matter might be briefly summed up thus— 
the lay members (all college professors) 
were for the socialization of medicine to 
meet the requirements of, what one claimed, 
seventy per cent of the people, any one of 
whom was unable to withstand a catas- 
trophic illness. The doctors (M.D.’s) all 
contended that the best medical care obtain- 
able was rendered in the traditional way, 
namely, by the fee system, whereby individ- 
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ual members of the profession were stim- 
ulated to give of their best to the patient. 
The relations between physician and patient 
were intimate and thereby inspired con- 
fidence in the physician. Statistics compar- 
ing morbidity in countries in which health 
insurance prevailed, with that in countries 
in which the utmost freedom of choice of 
physician prevailed, showed a less amount 
of sickness in the latter. Health insurance, 
as one of the lay members of the discussion 


admitted, could begin with hospital insur- 


ance, and if this were found satisfactory, 
the next move would be to include actual 
medical care as well as hospital care on the 
insurance plan. Medical members were op- 
posed to the political control, or regimenta- 
tion, that they felt would inevitably follow 
state medicine. This would hamper them in 
the treatment of the sick, both in regard to 
the amount of time as well as the quality of 
medical care. 

Oakland County’s method of handling 
sick indigents was described and considered 
as near the ideal as possible. The patient 
called on his physician, who in turn ren- 
dered the necessary medical care and pre- 
sented his bill to the county for payment. 
This appeared to be satisfactory to the doc- 
tor, likewise the patient. One speaker (a 
sociologist) claimed that the Oakland plan 
or any other similar plan concerned only 
indigents. There was a large section of the 
population, as mentioned, which did not 
come into the indigent class, which would 
not be reached by any method similar to 
that adopted in Oakland County. There 
was a large small-income group who had to 
be cared for. There were also the perma- 
nently unemployed and unemployable 
groups, due to technological invention, due 
to the fact that five or six years unemploy- 
ment had rendered large numbers incapable 
of work, and, thirdly, due to the fact that 
the upper employment age had been practi- 
cally fixed at forty-five years. This meant 
a permanently unemployed population in the 
state equal to the total population of such a 
city as Grand Rapids. The entire United 
States had become urbanized and Michigan 
at a much more rapid rate than most of 
the other states in the union. This meant 
that thousands were under the shadow of 
economic insecurity. The social worker had 
concerned himself with this class. Some of 
the physician speakers felt that there was 
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room for cooperation between the social 
worker and the physician though the phy- 
sician opposed regimentation by any group. 
On the lay side, it was brought out that in 
the diagnosis and treatment of the sick the 
physician would be supreme; that there was 
no probability of interfering with him in 
his strictly professional capacity. However, 
there was also an economic phase to the ex- 
istance of both physician and patient. Both 
were workers, the patient dealing with ma- 
terial things in order to earn a livelihood, 
and the physician concerned with the pa- 
tient for similar reasons, whether he placed 
the patient first or the livelihood first. 
*K * *K 


When laymen discuss things medical, 
they can be quite radical inasmuch as they 
have not much to lose or gain by the changes 
they advocate. We can experiment with the 
other fellow’s calling. An adverse result 
doesn’t affect the experimenter much. We 
can, therefore, speak in a more or less de- 
tached way about the other man’s profes- 
sion or business. Here is the patient with a 
small income. Here is the doctor. How 
can we get them together? The socially- 
minded would have the state step in and 
pay the patient’s bill where the patient felt 
he could not pay it himself. The doctor, 
on the other hand, has fulfilled certain re- 
quirements in the way of education and 
training and has, therefore, acquired prop- 
erty rights in his profession. It is his way 
of making a living. If the state paid the 
bill or even if some other insurance scheme 
came good for it, we would have control of 
medicine by lay groups. He who pays the 
fiddler calls the tune. The doctor may be 
too close to the subject to see it in true per- 
spective or in its proper relations. I would 
not agree, however, to this last, believing as 
I do that the more intimate knowledge one 
has should tend to better qualification. The 
doctor’s relations to the people who are ill 
are certainly more intimate than those of 
any other class. He feels that he has done 
and is doing as much as is humanly pos- 
sible to meet the solution. His success is 
attested by the fact that the morbidity is no 
greater in this (perhaps less) than in any 
state or country in which socialized medi- 
cine prevails. 

* 

One speaker (lay) noted the attitude of 

the profession to adhere to the fee system 
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and remarked that there was a tendency in 
all professions to be conservative; the term 
profession implied a body of knowledge and 
customs from which its devotees were loath 
to depart. 


The writer feels that, even realizing the 
condition of economic insecurity that pre- 
vails, there is no reason for undue haste. 
We are in the process of emerging from 
one of the worst depressions in human his- 
tory. To quote Walter Lippmann*: 

“Depression and war are the two great magnifiers 
of power of the state: they have bred and sustained 
all the dictatorships which now perturb mankind 
and all planned and regimented economics which 
have been tried out elsewhere. Prosperity and peace, 
on the other hand, reduce the rdéle of the state, be- 


cause they provide conditions under which the indi- 


viduals can work out their own salvation success- 
fully.” 


Such being true, and there is every evi- 
dence that it is a fact, let us adopt the Fabian 
policy of waiting, at the same time continu- 
ing to render the best quality of medical 
service. Once prosperity returns and a great 
adjustment takes place, there will not be the 
call for socialization. . 


The more self-employed persons, whether 
physicians, dentists, mechanics or truck- 
gardeners, the more contentment reigns in 
the land and, axiomatically, the greater the 
sense of security. 





Fracture of Neck of Femur 


F. J. Gaenslen, Milwaukee (Journal A. M. A., 
July 11, 1936), believes that while encouraging reports 
of internal fixation of fractures of the neck of the 
femur are at hand from many authors, each develop- 
ing his own technic, not enough time has elapsed to 
permit one to speak of end-results. It appears likely, 
however, that end-results will be reached earlier in 
those cases in which internal rather than external 
fixation is used, since conditions established by 
internal fixation are more or less comparable to 
those obtaining in the impacted cases. Complications 
and mishaps may be expected in any new procedure, 
and indeed many have been reported; but each such 
incident has been a lesson, often pointing the way to 
avoidance of danger. No one method of reduction 
will fit all cases; also not all cases properly reduced 
and properly spiked will go on to solid union. How- 
ever, there is sufficient evidence, clinical and experi- 
mental, that internal fixation has decided advantages 
over external fixation and that present day conven- 
tional methods, while representing a distinct advance 
as compared with earlier methods, will give way to 
more precise and more certain procedures. The au- 
thor hopes that, first, the method of reduction of 
fractures of the neck of the femur by traction in 
flexion and, secondly, the method of internal fixation 
will be placed on a sound basis. 


*Lippmann, Walter: Issues before the Next Administra- 


tion. 
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THE JUDICIARY LOOKS AT MEDICINE* 


By HonoraB_eE FRANK L. McAvINCHEY 
» Flint, Michigan 


I have been very much interested this morning 
in listening to the various addresses and I was par- 
ticularly interested in noting that Dr. Reeder, the 
old pinochle player, introduced me as Chairman of 
the Legislative Committee of the Michigan Associa- 
tion of Probate Judges. They put that job on me 
for this coming year after I had been chairman of 
the Grievance Committee of the Probate Judges’ As- 
sociation for last year, and J will leave it to Dr. 
Henry Cook and to Dr. Fernald Foster and the 
rest of them if it wasn’t a Grievance Committee. It 
was all grief—grief with the Medical Society and 
grief with the Probate Judges’ Association. 


But this morning I don’t propose to mention any 
of those things. They have been fairly well covered - 
in your journals. You have had those contacts 
during the past six or eight months. I am satisfied 
in saying that I am glad that we have introduced 
into the State of Michigan the Filter System, both 
the medical and the economic. They have achieved 
wonders in changing, for example, the attitude of 
the people. It had been considered, and I know be- 
cause we had hundreds of them in Genesee County, 
that anyone could come into the Probate Court and 
get an order for free medical service. I am glad 
that that has been changed so that people once more 
can learn and will attempt to stand on their own 
feet. 


But you have problems in connection with the 
Probate Court; you want to know what the Probate 
Judges think of you. You want to know what you 
should do in Probate Court. And if I can in any 
manner this morning aid you, that is my purpose in 
being here. 


As a general rule, you come into Probate Court 
for four reasons. The first, to file reports under 
the Crippled and Afflicted Children’s Acts; the sec- 
ond, to file your testimony on mental cases; the 
third, to give your testimony on contested will or 
insanity cases; and the fourth, to file your claims 
for services rendered against deceaseds’ estates. I 
will take them up in that, order. 


Simplify Your Testimony 


There is one complaint which perhaps existed 
prior to the .establishing of the Filter Committees 
which the Filter Committees have supplanted or 
done away with, if you wish, and that is this, that 
in writing your reports you doctors would state, for 
example, “osteomyelitis.” That was all. We probate 
Judges knew nothing about that, and were it not 
for the fact that I have been intimately acquainted 


‘with physicians and connected with the medical men 


for a good many years I would not know what it 
meant, and the Probate Judges know no more what 
osteomyelitis means than the canary birds know 
about the ocean. So state the diagnosis in plain 
English! 

You know the slow or doubtful pay patients should 
be cared for through a partial payment plan, as was 
suggested by Dr. Perry. We in Genesee County are, 
I believe, very fortunate, and I believe before long 
that the partial payment plan is once again coming 
back into existence, but under an orgarized fashion. 
You have always had the partial payment plan and 
you always will have it, but if you can organize 


*This address was presented to the House of Delegates 
at the 71ist Annual meeting of the Michigan State Medical 
Society, Detroit, September 22, 1936. 
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it I believe you are going to be better off financially 
and your patients are going to be better pleased. In 
my opinion the next session of the Legislature will 
find a distinction existing between the crippled chil- 
dren and the afflicted children. I believe that you 
will find the Crippled Children’s Commission acting 
as it did once, purely as a Crippled Children’s Com- 
mission, and that the afflicted children will be cared 
for by local agencies out of state funds where that 
is going to be necessary. 

Under the mentally afflicted, you physicians who 
are called upon to examine a person upon whom 
or against whom a petition has been filed in Probate 
Court (the petition alleging that he is insane, feeble- 
minded or epileptic), are handed a certificate en- 


titled “Mentally Diseased” or “Mentally Afflicted.” - 


You don’t know what petition has been filed, and 
it is just as well that you don’t, because you will 
make a more thorough investigation and you won't 
leave a county in a position that we were in in 
Genesee County, with a certain woman who was 
filed upon as being insane. She was in the psycho- 
pathic ward at Hurley Hospital and a couple of 
doctors went up and examined her and reported 
that she was feeble-minded. Of course the peti- 
tion for insanity had to be dismissed. A petition was 
then filed alleging that she was feeble-minded. The 
doctors went out. One reported “insane” and the 
other reported “feeble-minded.” 

We appointed two more doctors, because we 
wanted to arrive at something that was definite, and 
these doctors reported, after a very, very thorough 
investigation, that the woman was epileptic, that 
they had found a history of epilepsy, certain positive 
evidences of grand mal, and the result was that 
we had to dismiss the petition for feeble-mindedness, 
a petition for epilepsy had to be filed and two more 
doctors appointed. She is now in Wahjamega, but 
it cost $40 in physicians’ fees alone before we could 
get her there. . 


Mentally Afflicted 


I might say that it is part of the legislative pro- 
gram of the Probate Judges’ Association for this 
coming session of the legislature that these cases 
are going to be filed as mentally afflicted. The doc- 
tor will recommend to the Probate Judge that. this 
person be committed to Lapeer, to the insane insti- 
tutions, or to Wahjamega. The case will he de- 
livered to that institution and if, within ninety days 
or so, it is found that that patient doesn’t belong, 
we will say, in Ypsilanti, but rather in Wahjamega, 
the court may, upon certificates from the Super- 
intendent of Ypsilanti, order a transfer to Wahja- 
mega, so that we will no longer have the three 
separate distinctions of mental cases except as you 
will find them properly cared for in some institu- 
tions, for, after all, they are mentally sick and they 
need care. The only question involved is, do they 
need care in a state institution? What institution 
makes no difference. 

The reports that are furnished according to the 
Supreme Court must set out the facts upon which 
the physician’s report is based, upon which his 
opinion is based. He can not merely file a report 
“dementia precox.” That is not sufficient evidence 
so that the court may enter an order of commit- 
ment, and if he should he would be liable for dam- 
ages in the Supreme Court under a writ of man- 
damus. 

I have here two reports which were filed in my 
court in the last year. I asked my secretary to pull 
out a couple for me the other day. I could have 
brought you a hundred which will show the distinc- 
tions between a good report and a bad report, but 
I just had her stick a couple in here. They are her 
selection, not mine. 


JANUARY, 1937 


The form reads, “I further certify that in my 
opinion said ........... is an insane person and her 
condition is such that it requires care and treatment 
in an institution for the care, custody and treatment 
of such mentally diseased persons, and that the 
facts and circumstances upon which such opinion 
is based are as follows:” 

Now the doctor’s end of it: “General paresis fol- 
lowing syphilitic condition for many years.” 

Now let me take you to another case. I will omit 
reading that first part, which is on the printed form 
and start in with the doctor’s end of it: “A fifty- 
three year old female appearing well in the usual 
sense. For the past six or seven years has been 
talking to herself and becoming untidy, according 
to her husband. The Black Legion seems to be inter- 
woven with present mental situation; says there are 
two kinds of money. Black Legion money has a pic- 
ture of Roosevelt and the green will rub off. States 
she had received one of these bills in July in a store 
and handed it right back. Recently found papers in 
her husband’s pocket stating that he must raise $10 
in 1,000 years. Says she is afraid to leave the house 
because neighbors may ask to have illegitimate re- 
lations with her. Stays in the house constantly. 
Says her husband has relations with several women 
and has accused him of being too interested in her 
daughter-in-law. Believes that people often are dif- 
ferent from whom they pretend to be. Believes that 
the Black Legion has had an influence on her wash- 
ing machine, which she has difficulty with. 

“I believe this to be a paranoid condition, probably 
following menopause.” 

Now, that, gentlemen, is a report from which the 
Probate Court may draw several conclusions. The 
first is that it would do little or no good to commit 
that person to the State Psychopathic Hospital at 
Ann Arbor for observation. That is most important 
to every county, because you know that we pay, 
as a county, Ann Arbor at the rate of $3 per day 
plus, and we pay the first year of care in the state 
institutions, which at Pontiac is about seventy cents 
a day, probably a little less than that. It means a 
big thing to your county, and especially since the 
15-mill tax limitation. In Genesee County it is cost- 
ing us today for our psychopathic ward at Hurley 
Hospital over $2,000 a month. I am thankful to 
say that that is a decrease of 50 per cent over two 
years ago. 

This last report complies with all of the demands 
made by the Supreme Court upon the physician in 
reporting mental cases. However, let me make this 
suggestions: Where a patient which you are ex- 
amining suggests that her husband is beating her, that 
he is stepping out nights, it would be well to go 
into the neighborhood to find out whether that hus- 
band and that wife are not having some family dif- 
ficulties, to find out whether that husband is stay- 
ing in nights or whether he is keeping such hours 
that maybe she has some suspicion, and grounds for 
that suspicion. It would be well to check it with 
the neighbors. 

Now your testimony on the witness stand, which 
I mentioned as being third in order. Doctors, it 
doesn’t take a psychologist to determine, in the 
majority of cases, whether you men on the witness 
stand are biased or not. When you testify so 
violently in favor of the side that called you, the 
Court takes everything that you say with a grain 
of salt, and sometimes with a liberal dose. Just a 
few weeks ago I was listening to a will contest, 
and one of our doctors testified, “Anyone who has 
anemia is insane,” and then this statement two or 
three sentences later: “If that person made that 
will she is insane.” 

I immediately found that that will had been validly 
made, and I could tell from the attitude of the 
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physician that he was prejudiced against the pro- 
ponent of the will, and favored the other side. Too 
often that is true, that the person who is paying 
you to come into court wants you to testify in his 
favor and you want to testify in his favor instead 
of going into the courtroom and telling the court 
the exact truth as you found it. And the result is 
that the Court looks at you out of the corner of 
his mouth and the corner of his eye—and promptly 
adds a few more grains of salt to the method in 
which he is taking your testimony. 


Filing Carefully Prepared Reports 


In return for good reports, in return for fair 
and honest testimony, what can you expect from 
the Courts, especially the Probate Courts? Some 
of you men are not interested in getting additional 
insanity reports; others of you are. They at least 
take care of your greens fees. But you would get 
as a result of filing good and complete reports 
more of them. You will get special consideration 
when you walk into the Judge’s private office to 
discuss matters with him, and they are all open so 
that you can drop in any time and discuss any case 
you wish. You can expect that your reports and 
your testimony on the witness stand, if you have 
always gone into the courtroom fairly and honestly, 
are going to be more favorably received than those 
of some other physician who has not done so. 


Now that part which should be most important to 
you physicians, and that is the proposition of filing 
claims against estates in Probate Court. I am going 
to give you some sound legal advice here. I want 
you to consider it as such. Maybe it will make 
dollars for you, and I hope it does. 


The Claim of the Physician in Patient’s 
Last Illness 


Now, as Chairman of the Legislative Committee 
of the Michigan Probate Judges’ Association, I have 
had thrown upon me the duty of recodifying the 
probate law as affecting estates in the State of 
Michigan, to have it ready for the next session of 
the Legislature. And I propose to have as a first- 
class claim the expenses of the last sickness and 
death, claims of that class to be heard within thirty 
days after the appointment of an administrator, and 
payment to be ordered at once if the estate is in 
condition so that payment can be made without in- 
jury to that estate. 


But now comes the legal advice: Only that much 
of your services which were performed during the 
last sickness can be considered by any court as a 
second-class claim. Your ordinary running account 
is a fourth-class claim. So when you file a claim in 
Probate Court, itemize that claim, setting out care- 
fully that this portion of it was done as a part 
of that person’s last illness, and which resulted in 
his death; and the rest of it down here, which was 
itemized, was part of your current account. Don’t 
merely send a claim on one of your sheets that you 
send up to anyone of your debtors; don’t send it 
“Balance due, $265.00.” That doesn’t tell us any- 
thing, and as a result of it you men get gypped and 
you get gypped royally, and it is through your own 
carelessness and negligence, or possibly through 
your lack of understanding about particular phases 
of the law. 


Instruct your secretaries to keep track of what 
you do and ‘keep it itemized so that you can file in 
Probate Court an itemized statement. If necessary, 
file two claims, one asking that it be allowed as a 
second-class claim, the other one as a fourth-class 
claim, so that in the event the estate happens to be 
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insolvent (and once in a while we find insolvent 
estates as well as we do insolvent physicians and 
lawyers) you can at least derive, under the present 
law, a portion of your fee. Have it itemized so 
that nobody can dispute the services rendered. 


Another thing, if you will start to do that you 
will know what you are doing and when you file 
that claim and appear in court the Court will know 
that you know what you are doing, and you are 
going to get much more favorable consideration 
in the allowance of your claims and also in the pay- 
ment of them. 


There is one thing that I am going to say in 
closing. Don’t fear to step into any Probate Judge’s 
office and become acquainted with him. He can help 
you; you can help him. And it is only by mutual 
understanding of your problems, it is only by dis- 
cussion, especially in mental cases, with the Probate 
Judges of that particular case that you are going 
to help your patient to the utmost. ‘The physicians 
of Genesee County don’t hesitate to call me up 
over the telephone, drop in and see me, or ask my 
recommendations on the care of certain mental 
cases, or crippled children and afflicted children, 
or anything in that line. They realize that the 
Probate Judge handles all of them in a busy county, 
that the medical men have, so that we can help you 
in solving those cases. 


We can do more than that. You men realize 
that it is true, that between the Medical Society, 
the individual doctors, the Probate Judges’ Asso- 
ciation or the individual Probate Judges, that com- 
plete understanding leads to friendship, and so, 
gentlemen, it is with that assurance of a complete 
understanding that I can bring to you today, to 
you medical men, from the Michigan Probate Judges’ 
‘Association, this word: We wish you well, our 
friends. 





Benzedrine Sulfate and Its Value in 
Spasm of Gastro-intestinal Tract 


Abraham Myerson, and Max Ritvo, Boston (Jour- 
nal A. M. A., July 4, 1936), have found benzedrine 
sulfate, a sympathicomimetic drug, to be of great 
value in diminishing or abolishing spasm of the 
gastro-intestinal tract. This effect is observed when 
the spasm is due to whatever cause, such as un- 
pleasant emotion, organic disease of the gastro-intes- 
tinal tract, and reflex spasm due to disease elsewhere 
in the body. This effect greatly facilitates the roent- 
gen study of the gastro-intestinal tract, makes dif- 
ferential diagnosis between functional and organic 
spasm more certain and gives better visualization of 
organic lesions. The effect is almost immediate 
and is, on the whole, unattended with any side ef- 
Clinically, it has been found 
useful in relaxing spasm, such as is found in spastic 
colitis and pyloric spasm, and this has been of 
therapeutic benefit to the patient. The dosage for 
the average patient is 30 mg. of benzedrine sulfate 
orally; very stout patients may require 40 mg., 
while thin and very young individuals are given 
from 10 to 20 mg. Unpleasant effects may occur in 
a very small number of cases and consist of chilly 
sensations, flushing, diarrhea and general malaise. 
The authors have administered the drug to more 
than 200 patients and in only one instance was there 
a severe reaction. There may be sleeplessness or 
restlessness during the following night if the drug 
is administered late in the afternoon. The drug 
causes moderate rise in blood pressure (about 20 to 
50 mg. of mercury) and, therefore, it should be used 
with caution in the presence of severe cardiac 
disease. 


Jour. M.S.M.S. 
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The following is the second of a series of brief articles on the business side of a physician’s practice. They 
offer pithy suggestions and aids to enable the doctor to master, with more ease, a phase of his daily 


work which ts often distasteful but always necessary. 


WHEN TO SEND STATEMENTS 
ALLIson S. SkaGcs and HENRY C. BLACK 


ROMPTNESS in sending out  state- 

ments is apt to be reflected in the 
promptness with which patients pay their 
bills. Too few and, more particularly, too 
infrequent statements fail to impress upon 
the patient the importance of paying the ac- 
count, and very often encourage just as in- 
frequent attention to it. 


A careful analysis just made of thousands 
of patients’ accounts shows that the major- 
ity of payments brought in just from state- 
ments come in the first sixty to ninety days, 
and very few payments are made without 


other collection effort after that time. Fur- 
ther effort to collect the account should com- 
mence immediately after this ninety-day pe- 
riod, at which time statements should be 
discontinued until payments are resumed. 


The doctor’s relationship to his patient is 
a personal one. A statement is a dignified, 
yet personal medium of telling the patient 
how much he owes; a statement with a nota- 
tion such as “Please,” “Please Remit,” 
“Past Due,” et cetera, is an undignified and 
careless approach to the collection problem, 
which immediately breaks down that per- 
sonal relationship between the doctor and 
his patient so important from a goodwill 
standpoint. 
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COMING LEGISLATION 


J ANUARY 6, 1937, marks a momentous day in the lives of every one 
of the 5,474 Doctors of Medicine of this State. The Michigan Leg- 
islature convenes that day in Lansing. Many of the proposals which 
will be considered by the thirty-two State Senators and one hundred 
Representatives will be of interest to physicians; a number of other 
matters will be of great concern to them and to their patients. The 
very problems of the doctor and his county medical society which have 
been the subjects of study for the past five or six years will be on the 
calendar of the Legislature. For example, we shall hear much of wel- 
fare and relief, including recommendations for change in the laws af- 
fecting the crippled and afflicted child: and my question to you is, has 
the welfare set-up to date satisfied you in its medical care phases, and 
has adequate medical care been accorded those patients of yours who 
are so unfortunate as to be recipients of the bounty of others? If your 
answer is “no,” it is up to you, Doctor, to outline how adequate medical 
care should be administered under the new welfare laws, since it will 


be you who must carry out the legal provisions and supply the neces- 
sary commodity! 


The social security law has important implications for the physician 
who must be interested in the immediate and eventual results. For in- 
stance, will Old Age Benefits and Unemployment Insurance supply 
sufficient money to permit the recipient to obtain the major necessities 
of food, clothing, shelter, and medical care? Another matter of im- 
portance is the proposed occupational disease bill (Question: Is com- 
plete coverage the same as socialized medicine?) ; then let us consider 
seriously the proposed group hospitalization bill, to be sponsored by 
the Michigan Hospital Association. . 


In the particular realm of Medicine, the Legislature will be asked 
to consider raising the educational standards of those who in future 
aspire to treat the sick. Such a proposal would not affect those now in 
practice, but would insist that future healers know about the human 
body and about the basic sciences before they are permitted to practice 


on the people of a community. This will not be a doctors’ bill but a 
public health measure. 


From the above brief outline, which does not include all the legisla- 
tion in which we physicians have an interest and a concern, you can 
appreciate just why January 6 is a big day for the medical profession: 
and the individual practitioners of Michigan as well as for the people! 
My sincere request of you is to know what is going on in the Capitol 
during the session of the Legislature, and to act when called upon by 
the officers of your medical society, in the interest of your patients and 


the public health you swore to protect when you chanted the Hippo- 
cratic Oath. 





President of the Michigan 
State Medical Society 
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Proposed Basic Science Bill, Michigan 
A BILL 


To regulate the practice of healing in the state of Michigan; to pro- 
vide for examinations in basic sciences as a prerequisite to 
eligibility to practice the art of healing in this state; to pro- 
vide for the appointment of a board of examiners in the basic 
sciences, and to prescribe its powers and duties; to provide 
for the punishment of offenders against this act; and to repeal 
all acts and parts of acts inconsistent with the provisions of 
this act. 


THE PEOPLE OF THE STATE OF MICHIGAN ENACT: 


Section 1. It is the intent and purpose of this act to protect 
the welfare and health of the people of this state, and to this end 
to require the passage of uniform examinations in the basic 
sciences, as herein defined, as a condition of eligibility to practice 
the art of healing in this state. 


Sec. 2. The governor shall appoint a board of examiners’ in 
the basic sciences, by and with the advice and consent of the senate, 
to consist of six members. The first appointments shall be made 
within sixty days after this act shall take effect, two members to 
be appointed for terms of two years each, two members for terms 
of four years each, and two members for terms of six years each, 
and until the appointment and qualification of their successors. 
Upon the expiration of such terms, successors shall be appointed 
for terms of six years each, and until the appointment and quali- 
fication of their successors. Vacancies shall be filled in the same 
manner as original appointment, for the unexpired term. Each 
member shall qualify by taking and filing with the secretary of 
state the constitutional oath of office. Members of the board shall 
be full time professors, or associate or assistant professors, who 
are teaching the subjects of the basic sciences in any university or 
college in this state accredited by the North Central Association 
of Secondary Schools and Colleges. One member shall be ap- 
- pointed for his fitness to examine in each of the six following sub- 
jects: anatomy, physiology, bacteriology, pathology, hygiene and 
public health, and chemistry. No member of the board shall be 
actively engaged in the practice of healing. 


Sec. 3. The members of said board shall within thirty days 
after their appointment meet and elect a president and a vice-presi- 
dent from their own number, and elect or appoint a secretary- 
treasurer who need not be one of their number, but each of whom 
shall hold their respective offices for two years and until their suc- 
cessors are elected and qualified. Any member of the board and 
the secretary-treasurer shall have power to administer oaths. The 
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secretary-treasurer shall give to the treasurer of the state of Mich- 
igan a bond in the penal sum of five thousand dollars, with sufficient 
sureties to be approved by the state treasurer, for the faithful dis- 


charge of his duties. A majority of the board shall constitute a, 


quorum for the transaction of business. The board shall keep a 
record of its proceedings and register of all applicants for license 
which register shall show whether the applicant was rejected or a 
certificate granted. The books and register of the board shall be 
prima facie evidence of all matters recorded therein. The board 
shall have a common seal and shall formulate rules and regulations 
to carry out the provisions of this act. The board shall meet at 
such times and places as shall be designated by the board, and shall 
conduct at least two examinations in the basic sciences each year. 
The board shall conduct examinations at such times and places 
as it deems best, having due regard to the times and places of the 
examinations held by the several examining boards authorized to 
issue licenses to practice any of the branches of the healing art. 


Sec. 4. The board may determine the compensation of the 
secretary-treasurer and of such other assistants as may be neces- 
sary to carry out the provisions of this act. The members of the 
board shall serve without compensation, but shall be entitled to 
receive actual and necessary traveling and other expenses incurred 
in the discharge of their duties. The board is authorized to incur 


such expenses as may be necessary to carry out the provisions . 


of this act. The secretary-treasurer and other assistants shall 
receive actual and necessary traveling and other expenses incurred 
in the discharge of their duties. The expenditures of the board 
shall not exceed the estimated revenue to be derived from the fees 
prescribed by this act. 


Sec. 5. Any person desiring to practice healing in this state 
shall make application to the board of examiners in the basic 
sciences for a certificate of eligibility to take the examinations 
therein, such application to be accompanied by a fee of fifteen 
dollars, and the said board shall issue such certificate upon the fol- 
lowing conditions, viz.: 

Each applicant shall show to the satisfaction of the board that 
he is of good moral character, and possesses a high school educa- 
tion, or its equivalent; and shall present satisfactory evidence to the 
board of having completed two years of work leading to a degree 
in the sciences and arts in a college approved by the North Central 
Association of Secondary Schools and Colleges, or the equivalent 
thereof; and in addition, pass an examination before the board and 
to its satisfaction in the following subjects: anatomy, physiology, 
pathology, bacteriology, hygiene and public health, and chemistry, 
with a grade of not less than 75 per cent in each subject : Provided, 
That the board may, in its discretion, waive the examination herein 
required when proof satisfactory to the board is submitted, show- 
ing (1) that the applicant has passed in another state of the United 
States an examination in the basic sciences, (2) that the require- 
ments of that state at the time of such examination are not less 
than those required by this act for the issuance of a certificate, 


Jour. M.S.M.S. 











PROPOSED BASIC SCIENCE BILL, MICHIGAN 


(3) that like exemption from examination in the basic sciences is 
granted by such state to holders of certificates of eligibility issued 
under the provisions of this act, and (4) the application for such 
certificate is accompanied by a fee of twenty-five dollars. The 
fee for endorsement of a certificate issued under this act to another 
state shall be five dollars. 

A certificate of eligibility issued under this act shall be signed 
by the president and secretary-treasurer of the board, and shall be 
sealed with the seal of the board. 

If the applicant shall fail in one subject only, he may be exam- 
ined in such subject at the next ensuing examination without pay- 
ment of an additional fee: Provided, That he shall file an applica- 
tion with the board in accordance with the rules of the board. If 
the applicant shall fail in two or more subjects, he shall file an 
application for examination in all subjects and shall show proof 
satisfactory to the board of additional study in the basic sciences; 
and such application shall be accompanied by a fee of fifteen dol- 
lars. No person shall be eligible to more than three examinations 
within a period of three years. 


Sec. 6. No examining board for any branch or system of heal- 
ing shall admit to its examinations, or license, or register, any ap- 
plicant to such board, unless such applicant shall first present to 
said board a certificate of eligibility in the basic sciences issued 
under the provisions of this act. 


Sec. 7. Any member of the board may issue a subpoena re- 
quiring any person to appear before the board and be examined 
with reference to any matter within the scope of the inquiry or 
investigation being conducted by the board and to produce any 
books, records or papers. Any member of the board may admin- 
ister an oath to a witness in any matter before the board. In case 
of disobedience of a subpoena, the board may invoke the aid of 
any circuit court of the state of Michigan in requiring the attend- 
ance and testimony of witnesses and the production of books, 
papers and documents. And any of the circuit courts of the state 
within the jurisdiction of which such inquiry is carried on may, in 
t case of contumacy or refusal to obey a subpoena, issue an order 
: requiring such person to appear before said board and to produce 
: books and papers if so ordered and give evidence touching the mat- 
ter in question; and any failure to obey such order of the court 
may be punished by such court as a contempt thereof. 


Sec. 8. The board may revoke any certificate of eligibility 
granted upon mistake of material fact or by reason of fraudulent 
misrepresentation of fact by any applicant, or when the holder shall 
be convicted under Section 9 of this Act. 
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Sec. 9. If any person shall unlawfully obtain or procure a 
certificate of eligibility under the provisions of this act, whether 
by false and untrue statements contained in his application to the 
board, or other fraud or misrepresentation, or if any person shall 
forge, counterfeit or alter any certificate of eligibility issued under 
the provisions of this act, or if any person shall practice healing 


TANUARY, 1937 39 








PROPOSED BASIC SCIENCE BILL, MICHIGAN 


without securing the certificate required under this act, he shall be 


guilty of a felony, and shall be subject to the penalties prescribed 
therefor by law. 


Sec. 10. The terms “practice of healing,” “art of healing,” 
“healing art,” “healing” as used in this act shall be construed to 
mean and include any system, treatment, operation, diagnosis, pre- 
scription, or practice for the ascertainment, cure, relief, palliation, 
adjustment, or correction of any human disease, ailment, deform- 
ity, injury, or unhealthy or abnormal physical or mental condition: 
Provided, That this act shall not be construed as applying to den- 
tists, pharmacists, nurses, optometrists, and chiropodists, practic- 
ing within the limits of their respective callings; nor to persons 
specifically permitted by law to practice without licenses, who prac- 
tice each within the limits of the privilege thus granted to them. 

The term “basic sciences” as used in this act shall be construed 
to mean and include anatomy, physiology, bacteriology, pathology, 
hygiene and public health, and chemistry. 


Sec. 11. All moneys received by the board of examiners in 
the basic sciences shall be paid promptly into the state treasury 
and shall be credited to the general fund of the state to be disbursed 
as appropriated by the legislature, and a receipt for the same shall 
be filed by the secretary-treasurer of the said board in the office 
of the auditor general. The expenses of the board shall be met 
from the appropriation made therefor by the legislature. 


Sec. 12. This act shall not apply to any legally registered 
and licensed person engaged in the practice of healing on the effec- 
tive date of this act. 


Sec. 13. The certificate of eligibility required under the pro- 
visions of this act shall be construed as an additional qualification 
of applicants for examination, or license, or registration, in any 
of the branches of the healing art, and as a condition precedent 
thereto. It shall not be construed to in any way be a substitute 
for or in lieu of any of the requirements prescribed by law or by 
any examining board in any of the branches of the healing art. 


Sec. 14. The board of examiners in the basic sciences shall in 
no manner discriminate against any system or branch of healing. 
No applicant shall be required to disclose the professional school 
he may have attended or what system of the healing art he intends 
to pursue. The examination papers shall not disclose the name 
of any applicant, but shall be identified by numbers to be assigned 
by the secretary-treasurer of the board. 


Sec. 15. Should any provision or section of this act be held to 
be invalid for any reason, such holding shall not be construed as 
affecting the validity of any remaining portion of such section or 
of this act, it being the legislative intent that this act shall stand, 
notwithstanding the invalidity of any such provision or section. 


Sec. 16. All acts and parts of acts only insofar as inconsistent 
with the provisions of this act are hereby repealed. 





Jour. M.S.M.S. 
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MINUTE MEN OF MEDICINE 


M INUTE men in each County Medical 
Society are needed now! 


In Revolutionary days, minute men were 
called upon to defend their country. They 
left their plow and rake and rushed to the 
protection of the State. 


Today we find the need of such men to 
defend Medicine. 


Many emergencies arise that require 1m- 
mediate action. We must have available 
members of county societies who will act 
when called upon, in the interests of public 
health. 


The officers of the Michigan State Med- 
ical Society are doing all in their power for 
Medicine, but they are only human and can- 
not perform two and three jobs at the same 
time. 


Meetings of lay groups discussing prob- 
lems of social security, relief and welfare, 
legislation, social aspects of sickness, etc., 
all of which have medical implications, must 
be attended by representatives of the state 
and county medical societies, to protect med- 
cal practice. If they are not covered, action 
inimical to you and your patients may 
result. 


Such an emergency arose a few days ago. 
You were represented at this important 
meeting only through the personal sacrifice 
of a leader in medicine—a man who has 
your interests and the good of his profes- 
sion at heart. 


Keep abreast of the times for we shall 
call upon you. We expect you to respond— 
as a minute man—rushing to the defense of 
that which is right and good. 


P. R. Urmston, M.D. 
Chairman of the Council 
JANUARY, 1937 


SOCIAL SECURITY, AND 
PHYSICIANS 


eee Social Security Act forms are 
being distributed at this time to millions 
of employes and employers. 


What is the status of physicians? 


1. Old Age Benefits: A physician who em- 
ploys one or more persons in his office is 
an employer as defined by the Social Se- 
curity Act. He, as well as his employee 
or employees, is subject to the taxing 
provisions of Title No. 8 of the Act 
which deals with old age benefits. 


(a) A physician in the classification of 
“employer” should fill out the So- 
cial Security forms. So should his 
employee or employes. Forms 
should be filed with the local postal 
authorities or the district Internal 
Revenue Office. 


A physician in the classification of 
“employe” is considered an inde- 
pendent contractor, and thus is not 
subject to the taxes imposed on an 
employe, except where the physician 
is regularly employed on a full or 
part-time basis and is receiving a 
salary. 


(b) 


The old-age benefit taxes im- 
posed on employers and employes 
apply to wages paid on or after Jan- 
uary 1, 1937. Tax returns must 
be filed and the tax paid monthly. 
Information returns must be made 
quarterly. The present tax is 1 per 
cent and is imposed on the first 
$3,000 of wages paid to any em- 
ploye during the calendar year. 


2. Federal Unemployment Compensation: 
Unless a physician has eight or more em- 
ployes, he is exempt from Title No. 9 of 
the Act relating to unemployment com- 
pensation and is not subject to the pay- 
roll tax imposed by that part of the Act. 
He is, however, subject to the new Mich- 
igan Unemployment Insurance Act, 
placed on the Statute books December 
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23, 1936 (to be digested in the February 
issue of THE JOURNAL). 

Detailed information on forms, taxes and 
procedure will be found in Regulations 
91 relating to employes’ and employers’ 
taxes under Title No. 8 of the Social Se- 
curity Act. If a copy of Regulations 91 
cannot be obtained from local postmasters, 
one may be obtained from the Collectors of 
Internal Revenue of the respective Michigan 
districts. 





CONTRACT PRACTICES 


UCH discussion has developed lately 

in the several county medical societies 
relative to various forms of contract or 
agreement practices, particularly those in- 
volving municipalities, insurance companies, 
lodges and fraternal orders. 


With large rural and urban districts in 
Michigan, the interpretation of such prac- 
tices is obviously varied in the widely dif- 
ferent communities. 

Many county societies are referring all 
practices, not on a strictly office and visit 
fee basis, to a committee for review and 
subsequent approval or disapproval by the 
county medical society. By this procedure 
no physician accepts any form of practice 
which is not approved by his county medical 
society. 

Fee schedules for any such form of prac- 
tice should be set by a unit of organized 
medicine so that no unfair competitive meas- 
ures could be adopted by individuals. 

This subject should be considered by 
every county medical society and solved on 
the basis of fees and conditions existing in 
the respective locality. 





INTEREST IN MEDICAL 
ACTIVITIES—A SACRIFICE 


WE frequently wonder whether the 


practitioners of medicine are alert: 


to the importance of organized medicine and 
its activities. At times we become con- 
cerned over the apparent lethargy of some 
physicians and their seeming lack of inter- 
est in the many vital problems facing the 
profession as a result of the changes in our 
social order. However, to compensate for 
this occasional concern, we are heartened by 
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a growing interest in scientific medicine and 
its economic phases. 


At the conference held recently in the 
Upper Peninsula, a call was issued for the 
gathering of representatives from the coun- 
ties of that area. Thirty-one physicians an- 
swered the call from nine of the ten com- 
ponent county medical societies, represent- 
ing all but one of the fifteen counties em- 
braced in their jurisdiction. The significance 
of this attendance can be appreciated only 
when one realizes that some of these men 
drove over 400 miles, and many over 200 
miles, for the meeting. These were not or- 
dinary miles, they were miles over icy roads, 
piled several feet high with snowdrifts. 
Isn’t this a sacrifice for organized medicine? 


It is expressions of such interest that 
hearten your State officers and committee- 
men. It is these sacrifices of time and effort 
and the physical risks incurred by our col- 
leagues that should inspire every doctor of 
medicine to participate in the activities of 
organized medicine in an effort to maintain 
its traditions and solve its own problems. 





COUNTY SECRETARIES’ 
CONFERENCE 


UNDAY, February 7, 1937, has been set 
for the Secretaries’ Conference of County 
Secretaries of the Michigan State Medical 
Society. There will be a snappy, concise 
program and luncheon with hours from 


11:00 A. M. to 3:00 P. M. 


The program is so designed as to bring 
to the Secretaries, in an interesting way, 
much information regarding Scientific Med- 
icine and its economic phases. 


Attendance at the Conference is an obliga- 
tion devolving upon each and every County 
Secretary. He is key man in the County 
Society and through him must go much im- 
portant information to the individual practi- 
tioner. 


We are planning on 100 per cent attend- 
ance of the Secretaries and hope that other 
officers and key men of each society will at- 
tend. Expenses on a mileage basis will be 
paid by the Michigan State Medical Society 
for County Secretaries. 


REMEMBER—SUNDAY—FEBRUARY 
7, 1937, AT LANSING 


Jour. M.S.M.S. 
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IMPORTANT DECISIONS BY EXECUTIVE COMMITTEE OF THE COUNCIL 


1... December meeting of The Executive Committee of The Council was held in De- 
troit on December 9, 1936. Much business was transacted and several decisions of con- 
siderable moment to practitioners of medicine were made. 


A request was made to the State Department of Health to inaugurate a Tuberculosis 
Control Service with an annual budget of $125,000; also, the appointment of a Director of 
Medical Relations to act as. coérdinator of preventive medicine procedures was urged on the 
State Health Department. The final draft of the proposed basic science bill was approved. 
The Journal of the Michigan State Medical Society was ordered copyrighted. Action was 
taken to insure payment to physicians for medical and surgical care of afflicted and crippled 
children, as per the two state laws. State Society dues for 1937 were continued at $10. The 
Committee on Scientific Work for the Annual Meeting of 1937 was appointed. Tightening 
up of rules governing the medical defense fund was ordered. 


The minutes of the December meeting of the Executive Committee of The Council follow: 


1. Roll Call—The meeting was called to order 
in the WCMS Building at 3:15 p. m., by Dr. P. R. 
Urmston, Chairman. Those present were: Drs. Urm- 
ston, Bay City; Henry R. Carstens, Detroit; A. S. 
Brunk, Detroit; I. W. Greene, Owosso; F. E. 
Reeder, Flint; President H. E. Perry, Newberry; 
President-Elect Henry Cook, Flint; Secretary L. 
Fernald Foster, Bay City; Editor James H. Demp- 
ster, Detroit; Councilor H. H. Cummings, Ann Ar- 
bor; also Dr. L. O. Geib, Detroit; Dr. Grover C. 
Penberthy, Detroit; Dr. R. R. Smith, Grand Rapids; 
Dr. O. A. Brines, Detroit; and Dr. M. H. Hoffmann, 
Detroit. Absent: Dr. T. F. Heavenrich, Port Huron. 


2. Minutes—The minutes of the meeting of No- 
vember 11, 1936, were approved as printed, and dis- 
tributed to the members. 


3. Gavel—President Perry presented a gavel to 
the Chair, the gift of Dr. Grover C. Dillman, Presi- 
dent of the Michigan College of Mining. Motion of 
Drs. Reeder-Carstens that the Executive Commit- 
tee of The Council send resolutions to Dr. Dillman, 
signed by Chairman Urmston, thanking him for this 
gift to the Michigan State Medical Society. Carried 
unanimously. 

4. Monthly Financial Report—The financial re- 
port for the month of November was presented. Dr. 
Carstens, Chairman of the Finance Committee, spoke 
of the budgets which each committee has been re- 
quested to submit to the Finance Committee for the 
1937 budget of the MSMS. The membership report, 
the JouRNAL report and bills payable were presented. 
Motion of Drs. Carstens-Greene that the reports be 
apnroved and the bills for the month be paid. Car- 
ried unanimously. 

1936 ©1935 


Paid Membership: 
From January 1 to Nov. 30, inc..... 3,699 3,590 
(This includes Wayne County) ... 1,446 1,390 
From November 1 to Nov. 30, inc... 48 22 
(This includes Wayne County) .... 33 None 
Advertising Sales: 
Sales for November, 1936..... $768.42 


Cost of printing JOURNAL 
for Now. OD ck csmccsces vse 748.40 


The Executive Committee, on motion of Drs. 
Brunk-Greene, instructed that a stenotype reporter 
be obtained to take notes on the Panel Discussion 
of December 9, 1936. Carried unanimously. 


From Finance Committee—Dr. O. A. Brines, 
Chairman of the Cancer Committee, presented his 
proposed budget for 1937, and gave a résumé of the 
expense of his committee for 1936, which amounted 
to $769, of which the Joint Committee on Public 
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Health Education assumed $500. Motion of Drs. 
Greene-Brunk that the sum of $269 be paid by the 
Michigan State Medical Society to the Joint Com- 
mittee on Public Health Education, said amount to 
include the bill of $201.60 due C. R. Burd for 
lantern slides, and the total to be charged to the 
Cancer Committee for 1936 expense. Carried unan- 
imously. Dr. Norman F. Miller’s expenses of $10 
for giving a lecture to the Upper Peninsula Medical 
Society in August, 1936, were approved on motion 
of Drs. Carstens-Greene and ordered paid. Car- 
ried unanimously. 


Motion of Drs. Carstens-Brunk that the approved 
vouchers for the Hobby Exhibit, arranged by the 
Woman’s Auxiliary at the Annual Meeting of 1936, 
amounting to $71.96, be approved and paid. Carried 
unanimously. 

The matter of printing vouchers to be given to 
committee members to indicate their mileage, same 
to be returned to the Executive Office for payment 
within 10 days of the date of the meeting, was ap- 
proved on motion of Drs. Carstens-Brunk. Carried 
unanimously. 

Dues for 1937. Motion of Drs. Reeder-Brunk that 
the 1937 dues remain at $10 as set by the House of 
Delegates. Carried unanimously. 

5. Schedules A, B, C, & D—Dr. T. K. Gruber, 
Chairman of the Liaison Committee with the Michi- 
gan Hospital Association, gave a report of the 
meeting with the MHA representatives on Decem- 
ber 4, 1936, at Harper Hospital. After full dis- 
cussion, motion of Drs. Greene-Brunk that the Spe- 
cial Committee on Fee Schedules A, B, C, D be 
continued and that it make arrangements to meet 
with representatives of the Michigan Hospital As- 
sociation and the Michigan Roentgenological Society 
at once, and to report its findings to the Executive 
Committee at its next meeting. Carried unanimously. 

The problem of payment to physicians for care of 
crippled and afflicted children for work done in July, 
August and September, was referred to the Contact 
Committee to Governmental Agencies to take up 
with the proper officials in Lansing. 


6. Representation on Social Security Study Com- 
mission. The matter of requesting Governor-Elect 
Murphy for medical representation on his Social 
Security Study Commission was discussed. Motion 
of Drs. Carstens-Greene that the Governor-Elect be 
memorialized through proper channels with a re- 
quest that the medical profession be represented 
thereon. Carried unanimously. 

Dr. J. M. Robb and Dr. S. W. Insley were ap- 
pointed to represent the Michigan State Medical 
Society at a meeting of this Study Commission to 
be held at the Statler Hotel, December 10, 1936, at 
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10:00 a. m. on motion of Drs. Brunk-Greene and 
carried unanimously. 


7. Admission Policy at U. of M. Hospital_—Dr. 
Penberthy reported that his committee was working 
on this problem and the Executive Committee re- 
quested a progress report at the January meeting. 


8. Medical Defense Fund.—The importance of 
tightening the rules and regulations governing the 
Medical Defense Fund was discussed. Dr. Greene 
stated that the Constitution and By-laws specifically 
states that a person in arrears is not protected by the 
fund against malpractice suits. Motion of Drs. 
Greene-Reeder that a notation be placed on the back 
of the certificate sent to all members outlining the 
regulations concerning dues in arrears and medical- 
legal defense. Carried unanimously. 


9. 1937 Annual Meeting.—Dr. Foster gave report 
on plans for the meeting. At least seventeen speak- 
ers will be needed for the General Sessions. Motion 
of Drs. Greene-Brunk that the Committee on Scien- 
tific Work for the 1937 Annual Meeting be composed 
of Secretary Foster as Chairman, assisted by the 
Chairmen of the Seven Sections. Carried unanimous- 
ly. Motion of Drs. Reeder-Brunk that the contract 
with the Grand Rapids Civic Auditorium be signed. 
Carried unanimously. 


10. Public Relations Committee Report—(a) The 
budget for a T. B. Control Service in the State 
Department of Health, at $125,000 per year, was 
discussed, and approved, on motion of Drs. Brunk- 
Reeder, and carried. This will be submitted to Health 
Commissioner Slemons, as per his recent request. 
(b) A Syphilis Control Committee, as recom- 
mended by Surgeon General Parran and approved 
by Dr. Slemons, was authorized by the Executive 
Committee, same to be appointed by the President 
with the advice of the Preventive Medicine Com- 
mittee. (c) The need for a medical codrdinator 
to teach preventive medicine procedures to prac- 
titioners was discussed. Motion of Drs. Brunk- 
Greene that a request be made for a medical co- 
ordinator who is:to be under the jurisdiction of the 
Michigan State Medical Society but assigned to the 
Michigan State Department of Health was carried 
unanimously. Motion of Drs. Greene-Brunk that this 
matter be discussed with Governor-Elect Murphy by 
the Contact Committee with Governmental Agencies. 
Carried unanimously. (d) It was recommended that 
in future the various committees of cardiology, syph- 
ilology, etc., should be made subcommittees of the 
Preventive Medicine Committee. 

11. Mental Hygiene Committee—(a) The recom- 
mendation that more time be allotted to Mental 
Hygiene in Postgraduate programs of the MSMS 
and the U of M was referred to Dr. H. H. Cum- 
mings. (b) The request of the Mental Hygiene 
Committee to send a letter to county medical so- 
cieties re speakers on this subject was approved on 
motion of Drs. Brunk-Greene and carried unani- 
mously. The subjects to be discussed before the 
medical profession at these programs were present- 
ed by Dr. H. A. Luce, Chairman, and also approved 
by the Executive Committee. 

12. From Legislative Committee. — The Basic 
Science Bill, as adopted bv the Legislative Commit- 
tee today, was approved by the Executive Committee 
of the Council on motion of Drs. Brunk-Reeder. 
Carried unanimously. 

13. The Journal_——The necessity for copyrighting 
THE JOURNAL was expressed by Editor Dempster; 
this action was approved by the Executive Commit- 
tee on motion of Drs. Brunk-Greene. Carried unani- 
mously. 


14. Date of Midwinter Meeting of The Council. 
—Wednesday and Thursday, January 20 and 21, 1937, 
were selected as the dates for the Midwinter Meet- 
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ing of The Council, on motion of Drs. Brunk- 
Greene. Carried unanimously. The meeting will be 
held at the Statler Hotel, Detroit. 

15. Radio Talks—The five. radio talks as pre- 
sented by the Radio Committee and the Public Re- 
lations Committee, were approved on motion of Drs, 
Brunk-Reeder. Carried unanimously. 

16. Emergency Bulletin—Secretary Foster spoke 
about the necessity for emergency bulletins being 
issued at certain periods by one or two of the more 
important committees of the Michigan State Medi- 
cal Society. Motion of Drs. Greene-Reeder that, in 
case of emergency, any committee may send out 
bulletins at the discretion of the Chairman of The 
Council and the Secretary. Carried unanimously. 


17. Medical History of Michigan. — Some 310 
copies of the Medical History of Michigan are still 
on hand in the office of the Bruce Publishing Com- 
pany in St. Paul. The Executive Committee author- 
ized that same be publicized and be sold at a price 
to be decided upon by the Secretary and the Execu- 
tive Secretary. 


18. Adjournment.—The meeting was adjourned at 
6:20 p. m. The Chair thanked the Wayne County 
Medical Society for its hospitality and the members 
for their attendance and helpful advice. 





COUNCIL AND COMMITTEE 
MEETINGS 


1. December 4, 1936.—Liaison Committee of 
Michigan State Medical Society with Mich- 
igan Hospital Association—Harper Hospital, 
Detroit, 12:30 p. m. 

2. December 6, 1936.—Legislative Committee— 
Hotel Olds, Lansing—3:30 p. m. 

3. December 9, 1936.—Legislative Committee— 
WCMS Bldg., Detroit—2:00 p. m. 

4. December 9, 1936—Executive Committee of 
The Council, WCMS Bldg., Detroit—3:00 
p. m. 

5. December 9, 1936—Economics Committee— 
WCMS Bldg., Detroit—1:00 p. m. 

6. December 12, 1936—Cancer Committee—Uni- 
versity Hospital, Ann Arbor—4:00 p. m. 

7. December 20, 1936—Maternal Health Com- 
mittee—Hotel Olds, Lansing—10:00 a. m. 

8. December 20, 1936—Advisory Committee on 
the Syphilis Control Program—University 
Hospital, Ann Arbor—2:30 p. m. 

9. January 20-21, 1937—The Council of the 
Michigan State Medical Society, Hotel 
Statler, Detroit. 





MINUTES OF MEETINGS OF 
MENTAL HYGIENE COMMITTEE 


October 22, 1936 


The Mental Hygiene Committee of the Michigan 
State Medical Society met October 22, 1936, at 
Eloise Hospital, Eloise, Michigan. 

Those present were Drs. Hoffman, Raphael and 
Luce. Absent, Drs. Inch and Campbell. Guest pres- 
ent, Mr. George M. Read. 

Plans for the year’s activities were formulated and 
it was decided to release all material for radio talks 
and addresses through the Joint Committee on 
Public Health Education after having been approved 
by the Mental Hygiene Committee of the Michigan 
State Medical Society. Radio talk dates are Novem- 
ber 19, December 17, 1936, and January 14, 1937. 


H. A. Luce, M.D. 
Chairman. 


Jour. M.S.M.S. 


















November 13, 1936 


The Mental Hygiene Committee held its second 
regular meeting of the year, November 13, 1936, at 
Eloise. All of the members of the Committee were 
in attendance. 


The following matters were considered: 


1. The general procedure required of all com- 
mittees of the State Medical Society relative to sug- 
vestions and procedures recommended by such in- 
dividual committees was thoroughly explained and 
discussed. 


2. The desirability of integration of the activities 
of this committee with similar committees of other 
state groups, as social workers and teachers, was 
discussed and approved. 


3. The preparation of the next state-wide radio 
program to be broadcast in December’ was taken up 
in detail. This broadcast is to deal with the present 
status of psychiatric and mental hygiene activities 
and efforts in Michigan. Material for this presenta- 
tion is to be assembled by specially selected repre- 
sentatives for the various aspects involved, as state 
hospitals, delinquency, educational and community 
clinical services. 


4. Further consideration was given the preparation 
of a list of speakers for broadcast and for various 
professional and lay groups. Preparation of script 
for such use was also discussed and the desirability 
of the release of same, through proper channels, to 


suitable groups throughout the state. 


5. The advisability of considering indications for 
statutory additions and changes was taken up. This 
aspect was felt to be a very important one and was 
referred to Dr. Inch, of the Committee, for further 
examination and suggestions. 


6. It was voted to recommend to The Council of 
the Michigan State Medical Society that it approve 
the recommendation of the Mental Hygiene Com- 
mittee that more time be allotted to mental hygiene 
problems by the Postgraduate Program Committee. 


It is suggested, further, that such subjects as the 
following be included: the neurosis, the psychoneu- 
roses, maladjustment problems, types of patients who 
should be institutionalized, care of paroled patients, 
education of families in care of their mentally ill 
members, etc. 


7. It was decided to hold the next regular meeting 
of the Committee in December, the exact date and 
place to be announced later. 


T. RapHaet, M.D., 
Acting Secretary. 





MINUTES OF MEETING OF 
LEGISLATIVE COMMITTEE 


November 10, 1936 


1. Roll Call—The meeting of the Legislative 
Committee was called to order by Dr. L. G. Chris- 
tian, Chairman, in Parlor B of the Hotel Olds, Lan- 
sing, November 10, 1936, at 4:30 p. m. Those present 
were Drs. Christian of Lansing; F. B. Burke, De- 
troit; Henry Cook, Flint; Philip A. Riley, Jackson; 
P. R. Urmston, Bay City; and J. B. Bradley, Eaton 
Rapids. Also present were Drs. Henry E. Perry, 
President, Newberry; F. E. Reeder, Speaker of the 
House, Flint; L. Fernald Foster, Secretary, Bay 
City; F. T. Andrews, Councilor, Kalamazoo; I. W. 
Greene, Councilor, Owosso; John H. J. Upham, 
President-Elect of the American Medical Associa- 
tion, Columbus, O.; H. A. Miller, Lansing; and Ex- 
ecutive Secretary Wm. J. Burns. 


2. Minutes—The minutes of the meeting of Sep- 
tember 9, 1936, were read and approved. 
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a Basic Science Bill—The Chair read recom- 
mendations from the minutes of the Executive Com- 
mittee meeting of October 7, 1936, relative to minor 


changes in the phraseology of the proposed basic 
science bill. 


At this point the Chair introduced Dr. John H. J. 
Upham of Columbus, Ohio, President-Elect of the 
American Medical Association, who spoke briefly on 
his experience with legislation in Ohio. 


The Chair thanked Dr. Upham for bringing to 
this committee much valuable advice, gained from 
his experiences. 


With changes as. recommended, the proposed Basic 
Science Bill was approved by the Legislative Com- 
mittee and referred to the Executive Committee of 
The Council. 


4. Chairman’s Statement—Dr. Christian read a 
prepared statement concerning the problems con- 
fronting the medical profession in the 1937 Legis- 
lature. He suggested that the Executive Committee 
of The Council and the President should meet with 
Governor Murphy re the new relief commission of 
which Dr. Wm. Haber is Chairman, so that the 
medical viewpoint in this important matter is given. 
The necessity for good Public Health Committees in 
the House and Senate was stressed by Dr. Christian. 


5. Proposed Legislative Bulletin No. 4 was read 
to the Committee, corrected, approved, and ordered 
disseminated. 


6. Request for Copy of Basic Science Bill—A 
letter from the Michigan Osteopathic Association of 
Physicians and Surgeons, written by Sherwood J. 
Nye, 706 Peoples State Bank Building, Pontiac, 
Michigan (Secretary), asking for a copy of the 
proposed Basic Science Bill, was read. The Com- 
mittee instructed that a copy of the tentative Bill as 
now drafted be sent to the Association, and that 
Osteopath Nye be telephoned and asked for his 
suggestions and corrections. 


7. Adjournment.—The meeting was adjourned at 
6:25 p. m. 





MINUTES OF MEETING OF 
PREVENTIVE MEDICINE COMMITTEE 


November 29, 1936 


1. Roll Call—Meeting was called to order by Dr. 
L. O. Geib, Chairman, in Grayling, Michigan, at the 
residence of Dr. Claude R. Keyport, Sunday at 3:30 
p. m. Those present were Dr. Geib, Detroit; Dr. 
J. J. O'Meara, Jackson; Drs. G. C. Stucky, Lansing; 
Council Chairman P. R. Urmston, Bay City; Secre- 
tary L. Fernald Foster, Bay City; Dr. C. R. Keyport 
and Dr. C. G. Clippert of Grayling; Henry F. 
Vaughn, Detroit, Commissioner of Health, and Ex- 
ecutive Secretary Wm. J. Burns. Absent: Dr. J. D. 
Brook, Grandville; Dr. G. M. Byington, Detroit; Dr. 
A. L. Callery, Pt. Huron; Dr. R. B. Harkness, Has- 
tings; Dr. R. M. McKean, Detroit; Dr. R. L. Wade, 
Coldwater. 


2. Minutes—The minutes of the meetings of June 
10 and of September 23 were read and approved. 


3. Report of the Reference Committee on the An- 
nual Report of the Preventive Medicine Committee 
for 1936 and the action of the House of Delegates 
was read from the proceedings of the House. The 
Committee felt that each county medical society 
should be notified that plans for Red Cross First- 
Aid Stations in the county should be placed before 
the advisory committee of the county medical so- 
ciety before their establishment, as this is a medical 
project. 

4. Director of Medical Relations—Dr. Vaughn 
explained the T. B. Program, as developed in De- 
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troit. Discussion brought out the necessity for a 
“Director of Medical Relations” connected with the 
Michigan Health Department, financed by Social 
Security funds, and/or foundations interested in pre- 
ventive medicine. This committee recommended that 
the Michigan State Medical Society express its 
confidence in all phases of preventive medicine work 
—all phases, however, should emanate from the pri- 
vate practitioner in his own office, insofar as pos- 
sible. Motion of Drs. O’Meara-Stucky that the 
Preventive Medicine Committee respectfully call to 
the attention of the Executive Committee of The 
Council its reiteration of the necessity for the early 
appointment of a Director of Medical Relations (a 
medical codrdinator of preventive medicine and 
allied activities) as expressed and approved by the 
House of Delegates at its meetings of 1934 and 
1935. Motion carried unanimously. 


5. Tuberculosis Control Service-——Reprints of the 
series on Tuberculosis in the Detroit News can be 
obtained in any amounts, according to Dr. Vaughn, 
with the compliments of Mr. Scripps. It was felt 
that the membership should be circularized, and 
several thousand copies in addition should be on 
hand, for distribution to the public—at least 7,000 
copies. 

The suggestion of State Health Commissioner 
Slemons that a tentative budget for a Tuberculosis 
Control Service in the State Department of Health 
(which may possibly be organized) should be recom- 
mended by this Committee. was discussed. Dr. 
Vaughn stated that some $150,000 and $200,000 extra 
would be asked annually for tuberculosis work for 
the next five years in Detroit. 


The following tentative budget was recommended 
to the State Department of Health, as requested, on 
motion of Drs. Stucky-O’Meara, and carried unan- 
mously: 


Tuberculosis Testing... ... 06sec cece $ 40,000 
PORAY PORMITIITIOUIONS, 5..0 56.00.60 0e0 00: 40,000 
BRSTiCh) BtteNGONCE.... cc vececccscecs 10,000 
BRAUN IOCRIOO 55 o 5 oo ose ce tee edie 10,000 
Agditional Personnel...... ...... 006000500 20,000 
BUREISTIOR!  “RETVICE. 0:5 bos elec csacwas 5,000 


$125,000 per year 


The work of the T. B. Control Service will be 
aided by the Advisory Committee of the Michigan 
State Medical Society. 


6. Public Health Costs—The Committee dis- 
cussed the total allotment of funds for local health 
activities in the various counties, and respectfully 
requested the State Health Commissioner to give 
the MSMS the total allotment and also the source 
of funds, from the Federal Government (Social 
Security funds), from the State of Michigan, from 
the County, and from the City, where a city exists. 

7. Venereal Disease Program. — This was dis- 
cussed by the Preventive Medicine Committee, and. 
a motion was made by Drs. O’Meara-Stucky that 
the matter be referred to the Executive Committee 
of The Council, with the recommendation that a 
State Society committee on the study of Syphilis 
control be appointed, as per the suggestion of Sur- 
geon-General Parran. Carried unanimously. The 
Preventive Medicine Committee recommended that 
this new committee, when appointed, be made a 
Subcommittee of the Preventive Medicine Commit- 
tee, in order to aid committee organization of the 
State Society. 

8. “Your Doctor and You,” from Wichita, Kan- 
sas, a leaflet, was read, and it was suggested that 
the Secretary send same out with his Secretary’s 
Letter to the entire membership. 


9. Preventive Medicine Cards from Milwaukee 
were presented. It was recommended that two or 
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three could be sent with the Secretary’s Letter to 
the entire membership, and that others could be in- 
serted in THE JOURNAL in such a way as to be clipped 
by the individual member (with the approval of the 
Milwaukee County Medical Society). 

10. Adjournment.—The meeting was adjourned 
at 4:55 p. m. The Committee decided to hold its 
next meeting in Jackson, Michigan, at a time to be 
decided by The Chair and Dr. O’Meara. 





MINUTES OF MEETING OF 
PUBLIC RELATIONS COMMITTEE 


December 6, 1936 


1. Roll Call—The meeting was called to order 
in Lansing, by Dr. L. Fernald Foster, Chairman, at 
3:25 p. m. Those present were Drs. Foster, Bay 
City; F. T. Andrews, Kalamazoo; C. R. Dengler, 
Jackson; Wm. S. Reveno, Detroit; A. G. Sheets, 
Eaton Rapids; and A. V. Wenger, Grand Rapids. 
Also present were Drs. C. F. DuBois, Alma; B. C. 
Hall, Pompeii; and J. H. Sherk, Midland. Absent: 
Drs. W. H. Alexander, L. E. Holly, and F. B. Miner. 

2. Minutes—Motion of Drs. Andrew-Wenger 
that the minutes of the meeting of August 12 be 
approved as printed. Carried unanimously. 

3. Assignment of Districts to PRC Members.— 
Dr. Foster announced the assignment of Councilor 
Districts to the members of the PRC for which they 
are to be responsible. The Councilor Districts were 
assigned as follows: 


Districts 12 & 17—Dr. W. H. Alexander 
Districts 1 & 16—Dr. W. S. Reveno 
Districts 4 & 14—Dr. C. R. Dengler 
District 9 —Dr. L. E. Holly 
Districts 7 & 15—Dr. F. B. Miner 
Districts 6 & 8—Dr. A. G. Sheets 
Districts 5 & 11—Dr. F. T. Andrews 
Districts 2 & 3—Dr. A. V. Wenger 
Districts 10 & 13—Dr. L. F. Foster 


Dr. Foster explained the PRC members will be 
called upon to have charge of the districts assigned 
to them and to straighten out any difficulties which 
may arise in these districts. 


4. Projects of MSMS.—Dr. Foster explained the 


’ various projects of the Michigan State Medical So- 


ciety, and urged the members to study these proposals 
and be able to speak intelligently on each one. The 
projects called to the attention of the members of the 
PRC were Legislation (the Basic Science Law) ; 
Economics (Postpayment Plan); County Health 
Units; Cancer Program: Radio; Mental Hygiene; 
Maternal Health; Preventive Medicine; Journal ad- 
vertising and exhibit space at the annual meetings; 
speakers for lay groups; the Filter System; ex- 
planation of non-practice protection; explanation of 
Ethics Committee; dates of county society meetings 
in District; supplement in newspapers and the devel- 
opment of the Woman’s Auxiliaries. The Postpay- 
ment Plan should be publicized to the county medical 
societies. The different county medical societies will 
have to develop their own plan to fit in with their 
own needs. County Health Units: The State So- 
ciety endorses the county health unit as an adminis- 
trative unit, but disapproves of units which practice 
medicine. Radio Programs: It is advised that the 
radio programs, which are now in progress and will 
continue for 18 weeks, be publicized in the local 
newspapers. It was brought out that the greatest 
problem of the State Society today is the develop- 
ment of the county societies, the election of officers 
who are.workers and willing to spend time for the 
society. 


Jour. M.S.M.S. 
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5. Fee For Filling Out Report—Dr. Dengler 
brought up the matter of making out a report and 
then signing a certificate which read “I certify that 
the fee is just and proper,” for which a 25c fee was 
to be paid. Motion of Drs, Andrews-Sheets that 
all material on this matter be submitted to the 
Executive Committee of The Council. Carried unan- 
imously. 

6. Revision of Brochure on “Who Wants Social- 
ized or State Medicine!”—Motion of Drs. Sheets- 
Wenger that the PRC request the Executive Com- 
mittee of The Council to authorize the revision of 
the brochure on “Who Wants Socialized or State 
Medicine!” Carried unanimously. 

7. Emergency Committee Work.—The rule which 
makes it necessary for all committee activity to go 
through the Public Relations Committee and the 
Executive Committee of The Council before it is 
integrated was discussed. It was felt that in emer- 
gency cases, when time is at stake, it should not 
be necessary for the details to go through the PRC. 
Motion of Drs. Wenger-Reveno that the Public Re- 
lations Committee recommend to the Executive 
Committee of The Council that they approve the ac- 
tivities of any committee which the PRC considers 
an emergency. Carried unanimously. 

8. Approval of Hospitals—Dr. Andrews spoke 
of the fact that none of the Kalamazoo hospitals 
are approved by the Michigan Crippled Children 
Commission for afflicted and crippled child work. 
Even though they are of fire proof construction, the 
difficulty seems to be non-approval by the Fire Mar- 
shal’s Office. Motion of Drs. Dengler-Wenger that 
this matter be referred to the Executive Committee 
of The Council at its next meeting. Carried unani- 
mously. 

9. Speaking Dates for State Officials—The sug- 
gestion was made that the Public Relations Com- 
mittee arrange, if possible, speaking dates for state 
officials, who have a message of progress in this 
state for the information of its citizens. 

10. Radio Talks—Five radio talks prepared by 
the Radio Committee and presented to the Public 
Relations Committee were approved on motion of 
Drs. Wenger-Andrews. Carried unanimously. 


11. Adjournment——The meeting was adjourned at 
5:15 p. m. 
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ALPENA COUNTY 


Harotp Kesster, M.D. 
Secretary 


The Alpena County Medical Society held its An- 
nual Meeting at Alpena on December 14, 1936. 
Present at the meeting were Drs. Parmenter, White, 
O’Donnell, Secrist, Newton, Johanson, Kessler of 
Alpena, with Dr. C. A. Carpenter of Onaway, Dr. 
Purdy of Long Rapids, Dr. Moffat, and Dr. Monroe 
of Rogers City and Dr. Gengelbach of Camp AIl- 
pena. Guests of honor were the State Officers, Dr. 
L. Fernald Foster, Bay City, State Secretary, and’ 
Mr. Wm. J. Burns, Executive Secretary. 

After the minutes had been read and approved, a 
report of the Ethics Committee was heard, dealing 
with medical consultation. There was general dis- 
cussion on the subject with comment by the secre- 
taries, which resulted in the drawing up of a reso- 
lution that all members of the society refrain from 
professional relations with anyone practicing the 
healing arts, unless he be a legally qualified and 
licensed M.D. This was adopted unanimously. 

Dr. Foster, the first speaker, presented an excellent 
survey of the efforts of the State Society in behalf 
of the physician in practice today. He stressed 
especially that we as physicians must give our 
wholehearted support to their efforts or they would 
go for naught. The Basic Science Bill is an ex- 
ample of this, and can be passed only by the united 
efforts of each physician in the state with his in- 
fluence solidly behind it. This bill if unpassed will 
make our state lag in medical progress with the 
health of our patients improperly protected by our 
failure. Special emphasis was placed upon the fact 
that the bill is not a “medical” bill. It will neither 
harm nor help any practitioner of any school. It 
will, however, raise the standard of practice of the 
healing arts in the future. 

Mr. Burns, Executive Secretary, centered his talk 
on the legislative aspects of the physician in the 
coming session. He enumerated several bills which 
might arise and explained what aspects might be 
forgotten or ignored, to the harm of the profession 
at large. Too often the fourth necessity of life, the 
care of sickness, is not nrovided for, and the phy- 
sician is once more called upon, without compen- 
sation, as has occurred so often in the past. 

Following these very excellent discourses, the 
election of officers for the coming year occurred. 
The following were elected without opposition : 


President—C. A. Carpenter, Onaway 
Vice President—L. F. Secrist, Alpena 
Secretary—H. Kessler, Alpena 
Delegate—F. J. O’Donnell, Alpena 
Alternate—A,. R. Miller, Harrisville 


Dues for the coming year were left unchanged, 
and following the acceptance of applications for 
membership from Drs. Lister of Hillman, and 
White of Alpena, the meeting was adjourned. 





CALHOUN COUNTY 
Witrrip HAuGHEY, M.D. 
Secretary 
The November meeting of the Calhoun County 
Medical Society was called to order Tuesday, No- 
vember 3, 1936, at 8:00 P. M., by the president, Dr. 
R. C. Winslow, at the Kellogg Hotel, following din- 
ner. 
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The minutes of the: last meeting were approved 
as printed in the Bulletin. 

The secretary had communications from the Com- 
mittee on Maternal Health of the Michigan State 


Medical Society regarding a questionnaire now being © 


sent out and asking that it be answered and re- 
turned; a letter from the W. A. Baum Co., disclaim- 
ing connection with certain commercial blood pres- 
sure check-ups; a letter from the secretary of 
Michigan State Medical Society calling attention 
to medical defense problems, collections, and a plan 
to handle them, obstetrics survey and dues. 

The chairman of the Program Committee made 
some announcements about the next meeting and 
introduced Dr. Clyde K. Hasley, dermatologist, of 
Detroit, who talked, with lantern demonstration, 
about “Malignancies of the Skin and Mucous Mem- 
branes.” There were about a hundred very interest- 
ing slides. The talk was instructive, fluent, and much 
enjoyed. 

Meeting adjourned. Present at dinner, 40; at 
meeting, 61. 





EATON COUNTY 


THomMAs WILENSKY, M.D. 
Secretary 


On the evening of Thursday, November 19, 1936, 
the Eaton County Medical Society convened at 
Carnes Tavern, Charlotte, for its regular meeting. 
Following the dinner, Dr. T. Wilensky occupied the 
chair in the absence of President Dr. Meyer who 
was away on the annual deer hunt. During the busi- 
ness session, considerable discussion was provoked 
by the question of the advisability of having a full 
time laboratory technician in the Hayes-Green Hos- 
pital at Charlotte. The final consideration in this 
matter was tabled until the next meeting. 

Plans were completed for the annual Ladies’ Night 
entertainment to be held Tuesday evening, December 
1, at Charlotte. Dr. Paul Engle reviewed in a very 
efficient manner Dr. Victor Heiser’s book, “An 
American Doctor’s Odyssey,” depicting in thrilling 
fashion how far afield and into what strange situa- 
tions this man’s desire to practice medicine “on the 
wholesale plan” led him. Dr. Philip Brown’s paper, 
“Medico-legal Aspects of Childbirth Injuries,” was, 
in his enforced absence, read by Dr. C. J. Sevener. 
Many interesting and rarely considéred points of 
valuable information were emphasized in this con- 
nection. The meeting adjourned at 9:30 P. M. 





GENESEE COUNTY 


C. W. Cotwe tt, M.D. 
Secretary 


The November meeting of Genesee County Med- 


ical Society was held at Hurley Hospital, Flint, No-- 


vember 12, 1936. 

Meeting was called to order by the president, Dr. 
R. D. Scott. Minutes of the last meeting were read 
and approved. 

The treasurer’s report was read by Dr. Vaughn 
Morrissey and accepted unanimously. 

Dr. Henry Cook, as president-elect of the Michi- 
gan State Medical Society, gave a brief and instruc- 
tive talk on Society activities. 

Dr. Benson then reported for the Committee on 
Public Kelations. 

The chairman of the Election Committee then an- 
nounced the officers for the coming year: 


President—Dr. Alvin Thompson. 
President-Elect—Dr. Arthur MacArthur. 
Secretary—Dr. C. W. Colwell. 
Treasurer—Dr. Vaughn Morrissey. 
Medico-Legal Officer—Dr. H. E. Randall. 
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3-Year Delegate—Dr. Robert Scott. 

3-Year Alternate Delegate—Dr. Donald Wright. 
2-Year Delegate—Dr. Donald Brasie. 

2-Year Alternate Delegate—Dr. Dale Kirk. 
1-Year Delegate—Dr. F. E. Reeder. 

1-Year Alternate Delegate—Dr. R. S. Halligan. 


Board of Directors of the Society: Dr. Alvin Thompson, 
Dr. R. D. Scott, Dr. C. P. Clark, Dr. R. S. Morrish, Dr, 
R. S. Halligan. 


Meeting adjourned. 
To OUR NEW OFFICERS: 


We expect them to dedicate all their efforts to- 
ward the betterment of organized medicine. In order 
to accomplish the most, we must give them our 
whole-hearted support. The society is as good as its 
individual members, and there is no reason why we 
should not have the best county organization within 
the state. 

We have selected men who are capable to lead 
us. It is a foredrawn conclusion that they will do 
a splendid job. 





JACKSON COUNTY 


H. W. Porter, M.D. 
Secretary 


The meeting of the Jackson County Medical So- 
ciety for October, 1936, was held on the 20th of 
the month at the Hotel Hayes preceded by a dinner 
at 6:30 p. m. in the main dining room. After the 
dinner Dr. Dengler turned the meeting over to the 
entertainment chairman of the evening, Dr. R. J. 
Hanna, superintendent of the Jackson County Sana- 
torium, who introduced the speaker, Dr. John Alex- 
ander, professor of surgery at the University Hos- 
pital in Ann Arbor, whose subject was “Interesting 
Developments in Surgery of the Chest.” 

The speaker is so well known locally that the at- 
tendance was very large in spite of the fact that 
many members were absent at the annual fall meet- 
ing of the American College of Surgeons in Phila- 
delphia. It would have been a pleasure to give here- 
with extensive notes on the subject matter that was 
discussed by this nationally known expert in chest 
surgery but most of the points were illustrated by 
slides and the darkness of the room unfortunately 
made this impossible. 

The president announced that the Joint Committee 
on Public Health Education was planning to spon- 
sor lectures on cancer to various organizations in the 
county and that the board of directors approved of 
these lectures. They are to be given by members 
of the State Cancer Committee before such organi- 
zations as the Parent-Teacher Associations, luncheon 
clubs and other similar groups. The dates and names 
of the speakers will be sent to the office of the 
secretary well in advance of each lecture and no 
special institution will be mentioned as the proper 
place for treatment. 

For the annual medical banquet in December on 
the third Thursday, Dr. Dengler appointed Dr. Lud- 
wick as general chairman and he has selected as his 
committee members Drs. Bullen, McGarvey, Hurley, 
John Smith and E. H. Corley. 

The meeting was then adjourned. 





MONROE COUNTY 


FLorENCE AMES, M.D. 
Secretary 


Monroe County Medical Society resumed meetings 
after the summer recess on October 15, 1936. 

Dr. Dean C. Denman, Monroe, our delegate, gave 
an excellent report of the meeting of the State 
Medical Society. 


Jour. M.S.M.S. 
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The following officers were elected: 

President—Dr. O. E. Parmelee, Lambertville. 

Vice president—Dr. W. J. Gelhaus, Monroe. 

Secretary-treasurer—Dr. Florence Ames, Monroe. 

Directors—Drs. R. T. Ewing and M. A. Hunter, Monroe. 

Censors—Drs. W. F. Acker and V.-L. Barker, ‘Monroe. 

Dr. D. C. Denman, Monroe, was elected delegate 
and Dr. J. H. McMillin, Monroe, alternate for a 
term of two years at the meeting in October, 1935. 

President Parmelee then took the chair. He ap- 
pointeed the following committees: 


Public Relations: Dr. D. C. Denman, Monroe, chairman; 
Dr. M. A. Hunter. Monroe; Dr. W. A. Smith, Petersburg. 


Program: Drs. E. C. Long and H. C. Rufus, Monroe. 

Dr. E. B. Banister, Monroe, was received into 
membership by transfer from the Outagamie County 
(Wisconsin) Society. 

The Monroe County Medical Society held its 
regular November meeting on November 19, 1936, 
at the Monroe Country Club. 

Our president, Dr. O. E. Parmelee, of Lambert- 
ville, was in the north, deer-hunting. So, Vice Presi- 
dent W. J. Gelhaus, of Monroe, occupied the chair. 

Following routine business, Dr. Osborne A. Brines, 
of Detroit, chairman of the Cancer Committee, 
gave the illustrated lecture on cancer prepared for 
the general public by the Joint Committee on Public 
Health Education. The society was tremendously in- 
terested in the presentation and was glad of, the 
opportunity to hear and see it before it is given to 
the public. Dr. Brines has spoken to us before and 
enjoys a well-merited popularity with us. 





NORTHERN MICHIGAN 


GILBERT B. SALTONSTALL, M.D. 
Secretary 


The regular meeting of the Northern Michigan 
Medical Society was held at the Hotel Perry, Pe- 
toskey, Michigan, at 6:00 p. m., November 12, 1936, 
with President Engle in the chair. The minutes of 
the October meeting were read and approved. 

Dr. Engle reported for the Indigent Fee Bill Com- 
mittee which had met with the Emmet County 
Board of Supervisors. The result of the meeting 
was an agreement wherein the Board agreed to pay 
the present welfare fees for house or office calls, 
mileage of $.25 per mile in summer and $.50 per 
mile in winter from the office, $35.00 for major 
surgery, $15.00 for minor surgery and obstetrics and 
$5.00 for anesthesia. 

Dr. Mayne reminded the members that welfare 
mileage of $.50 per mile after the first 3 miles was 
still in effect for the winter months and should be 
so billed. 

A vote of thanks to the State Department of 
Health and Drs. Campbell and Miller for the Re- 
fresher courses in Obstetrics presented this fall was 
passed unanimously. 

Due to the fact that Dr. Furlong, the speaker of 
the evening, was unable to be with us the meeting 
was turned over to Dr. Saltonstall, who presented 
moving pictures on surgical subjects furnished 
through the courtesy of Mead Johnson & Co. 

Meeting adjourned. 

x * x 

On November 23, Dr. Engle appointed our Legis- 
lative Committee as follows: Dr. Van Leuven, chair- 
man, Dr. McMilland and Dr. Mayne. 





ST. CLAIR COUNTY 


Gro. M. Kest, M.D. 
Secretary-Treasurer 


The St. Clair County Bar Association was host 
to the members of the Seventh District Dental So- 
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ciety and the St. Clair County Medical Society on 
the evening of December 1, 1936, at the Elks’ Tem- 
ple, Port Huron. Supper was served to about one 
hundred and a very interesting program followed. 

Mr. Don R. Carrigan of the Bar Association was 
toastmaster. Mr. Eugene F. Black, attorney, spoke 
on “Establishing Proof of Disabilities by Medical 
Witnesses in Courts of Law.” Dr. A. J. MacKenzie 
spoke upon the long existing cordial relations be- 
tween the lawyers and physicians in St. Clair County, 
emphasizing “tact” in not only the giving of but 
in the eliciting of testimony. Brief talks were made 
by Dr. T. E. DeGurse of Marine City and Dr. F. V. 
Carney of St. Clair. Dr. R. W. Bunting of the 
Dental School of the University of Michigan spoke 


‘upon “The Progress of Dentistry.” Mr. Clifford 


O’Sullivan, attorney, stressed the necessity of case 
study by the lawyer and his medical witness. 

The annual meeting of Saint Clair County Medi- 
cal Society was held at Saint Clair Inn, Saint Clair, 
Michigan, Tuesday, December 15, 1936. Supper was 
served to twenty-four members and one guest, Dr. 
F. E. Ludwig of Port Huron. A resolution was 
presented to the Society by President J. H. Burley, 
testifying to the faith of the Society in the efforts 
being made by Mr. W. W. Ottaway to secure a per- 
mit from the Federal Communications Commission 
for the erection of a radio station in Port Huron 
and expressing the belief that the same would be of 
value to the community in health education. The 
resolution was adopted. Doctor John L. Chester of 
Detroit, who practised medicine for many years in 
Saint Clair County, was elected an honorary mem- 
ber of the Society. Numerous communications were 
read by the Secretary and upon motion placed on 
file. The minutes of the two immediate preceding 
meetings were read and approved. The Annual Re- 
port of the Secretary-Treasurer was read and ap- 
proved. A letter was read from Mr. William B. 
VanValkenburgh, Secretary, Saint Clair County 
Board of Auditors, giving the following figures: 
Filter Clinic cost, $1,093: Cost of Hospitalization and 
Surgical Treatment at Port Huron Hospital, $5,141; 
these expenses covered the period of Dec. 13, 1935, 
to Dec. 11, 1936. The following officers were elected: 
President-elect, C. A. MacPherson of Saint Clair; 
Secretary-Treasurer, George M. Kesl; Delegate to 
the State Society, A. L. Callery; Alternate Delegate 
to the State Society, T. E. DeGurse; Censor for 
three years, A. B. Armsbury. A vote of thanks was 
extended the retiring President, J. H. Burley, and 
also to the Secretary-Treasurer, George M. Kesl. 





TUSCOLA COUNTY 


B. H. Starmann, M.D. 
Secretary 


The November meeting of Tuscola County Med- 
ical Society was held November 12, 1936. The fol- 
lowing officers were elected for 1937: 

President—Dr. H. A. Barbour, Mayville, Michigan. 

Vice president and President-elect—Dr. L. L. Savage, 
Caro, Michigan. : 

Secretary-treasurer—Dr. B. H. Starmann, Cass City, Michi- 
gan. 





WASHTENAW COUNTY 


NorMAn F. Mirter, M.D. 
President 


The December meeting brings to a close another 
year for Washtenaw County Medical Society—a 
year characterized by short, snappy programs, a high 
average attendance and a commendable esprit de 
corps. This codperative spirit particularly charac- 
terizes the work of the committeemen, who have 
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given freely of time and money in carrying on the 
increasing activities of our organization. Some com- 
mittees have already discharged their responsibili- 
ties, other are still actively engaged with their re- 
spective duties. Under the able leadership of Dr. 
De Tar the Public Relationship Committee has been 
especially active, and the report of his committee 
should be of interest to every member. The Com- 
mittee has been working for you and desires your 
guidance in continuing its activities. 

Desirablé changes have been suggested for the ad- 
ministration of our Society and these changes need 
your endorsement. 

The selection of officers for 1937 is one of your 
more pleasant responsibilities. While such appoint- 
ments carry many responsibilities and make heavy 
demands in time and effort, they are also positions 
of distinction and honor. 

Plan now to meet your colleagues at the regular 
time and meeting place. 





Treatment of 
Atrophic Arthritis 

W. Paul Holbrook, and Donald F. Hill, Tucson, 
Ariz. (Journal A. M. A., July 4, 1936), are of the 
opinion that the successful treatment of atrophic 
arthritis is more satisfactorily carried out in a warm, 
dry climate. Most of their patients have traveled 
long distances for climatic change and are at least 
in some measure prepared financially to provide 
themselves with adequate care. For the under- 
privileged group of patients, the establishment of 
hospitals and teaching centers devoted to the care 
of arthritis, much as it has been done for tubercu- 
losis, appears to be the only solution. A_ survey 
of the state of Massachusetts recently revealed that 
there were more people suffering from chronic 
rheumatism than from tuberculosis, heart disease 
and cancer combined. Tuberculosis, cancer and heart 
disease may cause death, but unchecked arthritis 
- leaves its victims a lifetime of crippling deformity. 
Almost every state and county has special institu- 
tions for the treatment of tuberculosis, yet not a 
single state or county in this country has such a 
hospital for arthritis. Finally, a specific cure for 
atrophic arthritis is not yet available. It is time 
for the medical profession as well as the victims 
of this disease to recognize that there is no easy 
way. The wasting of time and money on measures 
of doubtful value should be stopped and all time 
and attention centered on the few simple measures 
of proved worth. A striking advance in the therapy 
of this disease can occur if physicians will stop 
treating these patients half-heartedly with each 
new remedy as it appears and frankly tel! their pa- 
tients what the problem of adequate treatment in- 
cludes. Of equal importance is the prevention and 
correction of deformities. With proper and continu- 
ous care from the onset of the disease there should 
be very few deformities requiring special treatment. 
Nineteen patients with flexion contractions of knees 
or knees and hips averaging two and one-half years 
in duration were submitted to manipulation after 
conservative measures had failed to correct the 
deformities. Fourteen of these patients are now 
walking with straight legs. 





“Most true is it, as a wise man teaches us, that 
‘Doubt of any sort cannot be removed except by 
Action.” On which ground, too, let him who gropes 
painfully in darkness or uncertain light, and prays 
vehemently that the dawn may ripen into day, lay 
this other precept well to heart, which to me was of 
invaluable service: ‘Do the Duty which lies nearest 


thee, which thou knowest to be a Duty! Thy 
second Duty will already have become clearer.” 
—Carlyle. 
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PUBLIC HEALTH CONFERENCE 


Surgeon General Thomas Parran, chief of the 
U. S. Public Health Service, was the luncheon guest 
of President Henry E. Perry and the officers, coun- 
cilors and committee chairmen of the Michigan 
State Medical Society meeting in Lansing during 
the Sixteenth Annual Public Health Conference. 
Members of the society later heard Dr. Parran 
deliver the opening address of the Conference on 
“Syphilis as a Public Health Problem.” 

More than a thousand members of the health 
professions and lay organizations attended the three- 
day sessions of the Conference held November 11, 
12, and 13. Included in the official registration of 
846 were 84 practicing physicians, 56 health officers, 
506 nurses, 14 dentists and dental hygienists, and 
56 sanitary officers, milk, food and plumbing  in- 
spectors. Every county with the exception of Lena- 
wee and Macomb was represented in the registra- 
tion list. 

Dr. J. D. Brook, Kent County Health Officer, was 
elected president of the Michigan Public Health 
Association, succeeding Dr. G. M. Byington. Dr. 
Brook is a past president of the Michigan State 
Medical Society. Other officers of the association 
for 1937 include Dr. Frank A. Poole, health officer 
of Saginaw, vice president; and Miss Marjorie 
Delavan, director, Bureau of Education, Michigan 
Department of Health, secretary-treasurer. Direc- 
tors include Miss Louise Knapp, R.N., Wayne Uni- 
versity; Herbert Hasson, Van Buren county sanitary 
officer; and Dr. V. K. Volk, health commissioner 
of Saginaw county. 

The following resolution was presented by Dr. 
Brook, president-elect, and unanimously adopted by 
the association: 

“Because of the prominent position which Michi- 
gan holds among the States of the Union as at- 
tested to by its wonderfully efficient State Depart- 
ment of Health and its rapidly increasing number 
of full time health departments brought about 
through intelligent handling of Social Security funds. 

“Therefore, be it resolved that the Michigan Pub- 
lic Health Association in annual meeting assembled 
hereby expressés its appreciation and extends a vote 
of confidence to our faithful State Commissioner 
of Health, Dr. C. C. Slemons, for placing and keep- 
ing Michigan in the front rank of public health in 
this country.” 

x ok x 
DICKINSON APPROVES HEALTH 
UNIT PLAN 


Word has been received by the Michigan Depart- 
ment of Health that Dickinson county supervisors 
have voted to organize a county health department. 
Official organization of the department is now under 
way. 

The addition of Dickinson county brings the list 
of counties voting for the county and district health 
unit plan in 1936 to a total of eleven. Twenty single 
county units and ten district departments are now 
providing full time local health protection. 

x * x 


SEWAGE POLLUTION ABATED 


Effective abatement of the pollution of more than 
30 miles of the upper reaches of the Grand River 
will be accomplished with the operation of the new 
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$800,000 sewage disposal plant which Jackson has 
just put into operation. Constructed as a WPA 
project, this new plant is one of several which 
Michigan municipalities will open in the near future. 
Ann Arbor and Muskegon will complete their plants 
early in the new year. Contracts for the construc- 
tion of the 20-million-dollar Detroit system, the 
largest in the state, will be let during December. 
The completion of this system will protect down- 
river communities from the present dangerous pol- 
lution of the Detroit River. 
x ok 


PERSONNEL CHANGES 


A full time assistant for the promotion of dental 
hygiene activities has been added to the staff of the 
Bureau of Mouth Hygiene. Dr. Floyd H. DeCamp 
will assist Dr. William, R. Davis in the educational 
work of this bureau, making possible an effective 
extension of field activities. 

Dr. DeCamp is a graduate of the University of 
Michigan School of Dentistry, 1917; served during 
the World War as a member of the U. S. Army 
Dental Corps; practiced for seven years in his 
home state of Idaho and served for two terms as 
secretary of the Idaho Board of Dental Examiners. 
He has also served four years with the Detroit De- 
partment of Health and five years with the Chil- 
dren’s Fund of Michigan, being staff dentist for four 
years in Oakland county with the latter organization. 
Dr. DeCamp comes to the Michigan Department of 
Health after serving as state supervisor for the 
U. S. Public Health Service during the recently 
completed health survey of Louisiana. 

A reorganization of the Bureau of Child Hygiene 
and Public Health Nursing has been announced and 
Mrs. Helen deSpelder Moore, R.N., has been ap- 
pointed Chief Nurse of the newly created Division 
of Nursing. Dr. Goldie B. Corneliuson has been ap- 
pointed as assistant to Dr. Lillian R. Smith, direc- 
tor of the bureau. 

Dr. Sue Thompson, formerly with the Michigan 
Department of Health, is the new director of 
District No. 2 Health Department with headquarters 
at West Branch. Dr. Thompson succeeds Dr. Gladys 
Kleinschmidt at this post. 

Dr. Robert B. Harkness, director of the Barry 
County Health Department, has also assumed the 
duties of acting director of the Eaton County Health 
Department. Dr. G. M. Byington, former director 
of the Eaton unit, has accepted a position with the 
Detroit Department of Health. 

x ok x 


COMMUNICABLE DISEASE 
REVIEW FOR 1936 


At the time of this writing final totals of reported 
cases of communicable disease for 1936 are not 
available, but certain statements may be made as 
to the relative incidence of different diseases. 

The total number of case of scarlet fever for 
1936 is expected to exceed slightly that for 1935. 
However, the real story. as to incidence is not 
revealed in the comparison of number of cases 
reported during one calendar year with another. On 
the basis of an “epidemiological year,” that is, 
july 1 to June 30, the years 1934-1935 and 1935-1936 
have been relatively low while the year beginning 
july 1, 1936 promises to be comparatively high. The 
number of cases each month for the last half of 
1936 has exceeded the number for the correspond- 
ing months of 1935. It is expected that the incidence 
lor the first few months of 1937 will continue high. 

The incidence of diphtheria increased somewhat in 
certain sections of the state during the latter part 
of 1935. The year 1936 will be one of the low 
years, but the number of cases reported will prob- 
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ably exceed somewhat the reported cases for 1935. 
A number of deaths from diphtheria have occurred 
through failure to diagnose cases promptly and to 
provide antitoxin. In some instances there has been 
neglect on the part of parents to call a physician, 
and in others physicians have been “caught napping” 
due perhaps to the fact that cases of diphtheria 
occur so seldom. 

The incidence of measles has been the lowest on 
record, following the highest year. Almost 80,000 
cases were reported in 1935. 

Fewer cases of typhoid fever have been reported 
in 1936 than for any previous year on record. On 
the other hand, more typhoid carriers have been 
discovered. With prompt diagnosing and reporting, 
prompt follow-up on the part of health officers in 
order to prevent further spread of the infection, 
and the discovery of carriers who are the reser- 
voirs of infection, the number of cases should go 
down with accellerating speed. It is possible to wipe 
out typhoid fever. 

The incidence of meningococcic meningitis is 
somewhat higher for 1936 than 1935. However, the 
difference is slight. There has not been the great 
increase that was recorded in 1935 when the num- 
ber of cases was approximately twice that reported 
for 1934. The trend at present shows no apparent 
increase. The case fatality rate is nearly 50 per 
cent. The Michigan Department of Health has at- 
tempted to place antimeningococcic serum in locali- 
ties where it will be available to physicians at any 
time within an hour’s notice. However, it is feared 
that there has been delay in the giving of serum 
in a number of instances. 

Poliomyelitis has been much lower in incidence 
this year than in 1935. There was a somewhat de- 
layed seasonal peak, the greatest number of cases 
this year being reported in October. 

a. 


ERYSIPELAS IN MICHIGAN 


A survey of the prevalence of erysipelas in Michi- 
gan conducted by the Bureau of Records and Statis- 
tics indicates that during the past ten years the 
deaths from this disease have decreased from 216 
to 94. Although epidemics of erysipelas are rare 
today, sporadic cases are not uncommon in Michigan. 
Such cases frequently appear without any known 
contact with other cases. It seems apparent that 
there are “carriers” of this disease and that the 
organism is often present and becomes virulent in 
cases of wounds, traumatism, recent confinement, 
and other conditions favorable to its growth. 

It is probable that many cases of erysipelas are 
not reported. In 1935 the Michigan Department of 
Health received reports of 629 cases which meant a 
fatality rate of about 15 per cent. This is a much 
higher rate than actually occurs, indicating incom- 
plete reporting. Regulations of the department re- 
quire, “Cases shall be reported. Patient shall be iso- 
lated until recovery is complete.” 

The number of deaths reported each year for 
the past ten years is as follows: 


Year Total Males Females 
1926 216 112 104 
1927 147 89 58 
1928 135 87 48 
1929 E75 97 78 
1930 148 78 70 
1931 102 62 40 
1932 81 43 38 
1933 94 53 41 
1934 71 45 26 
1935 94 57 37 
Totals 1,263 723 540 


The above table indicates that about 57 per cent 
of the deaths were males and 43 per cent were fe- 
males. The age distribution of these deaths shows 
that infancy is most susceptible. Thirty-one per cent 
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of all deaths occur under one year of age, while 
35 per cent occur under five years of age. Relatively 
few deaths are recorded between the ages of 5 to 
40, but above 40 the number of deaths increases 
steadily up to the age group 65 to 69. 

The survey indicates a significant seasonal distri- 
bution of deaths. The early months of the year 
show the highest incidence with April having the 
greatest number of deaths in any one month. 

Erysipelas is caused by the micro-organism: strep- 
tococcus erysipelatis which was first described by 
Fehliesen of Berlin in 1883. His findings were later 
confirmed by other research workers. 

Epidemics of the disease were common in earlier 
days, particularly in surgical and maternity wards of 
hospitals. They aroused such fear that cases were 
frequently excluded from general hospitals and even 
most contagious disease hospitals made no provi- 
sion for the care of erysipelas cases. 

A better understanding of asepsis has voided this 
former fear, and modern maternity hospitals are 
quite free from the disease. Carelessness, however, 
may easily result in occasional cases which are 
almost always fatal to parturient women and equally 
fatal when affecting the umbilicus of new born 
babies. Good sanitation, good hygiene, and the ut- 
most care in the handling of cases should result in 
a reduction of the number of cases and deaths 
from this disease. 


SEASONABLE DISTRIBUTION ERYSIPELAS DEATHS 
1926-1935 

Total Deaths 1,263 
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Choice of Analgesics 


R. W. Waggoner, Ann Arbor, Mich (Journal A. 
M. A., Sept. 26, 1936), states that aminopyrine has 
been most severely indicted for its supposed cause 
of agranulocytosis. There are still many who are 
afraid to prescribe this splendid analgesic because 
of the possibility of harm resulting from its use. 
The property of producing agranulocytosis may be 
due to the benzene ring, but many cases of industrial 
benzene poisoning have been noted without agranu- 
locytosis. It is logical to believe that there may be 
an idiosyncrasy to the drug, just as there is to many 
other valuable drugs. It should not be discarded 
because of the unfortunate reaction in a few cases. 
Similar criticism of the use of cinchophen and neo- 
cinchophen has been raised because this drug is pre- 
sumed to cause liver damage. Studies on experi- 
mental animals have not proved that these drugs 
have a constant specific liver toxic effect even when 
given in doses far in excess of the therapeutic dose. 
An analysis of the literature would indicate that 
these drugs may be prescribed safely when a proper 
indication for their use exists. Many of the barbi- 
turic acid derivatives have been used for the relief 
of pain. The high comparative dosage of these 
drugs necessary for analgesic action makes their 
routine use for such purposes inadvisable. Sensitiza- 
tion to acetylsalicylic acid is said to be frequent 
among allergic persons. Placing a small bit of the 
drug on the tongue and allowing it to dissolve will 
produce itching, cough or asthma in a short time in 
sensitized persons. The physician should recognize 
first of all the temperament and personality of his 
patient and, secondly, the situation, type and severity 
of the pain, and he should prescribe his analgesic 
medication accordingly. The narcotics should be 
used rarely and only in emergency situations, not in 
those cases in which analgesic medication may be 
necessary over a long period. 
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Dr. P. F. Hasley 

Dr. P. F. Hasley of Flat Rock, Michigan, died 
on November 29, 1936, of an organic heart lesion 
after but a few hours’ illness. He was seventy-one 
years of age and had practiced medicine for more 
than forty-five years. Dr. Hasley was a country 
physician, a general practitioner who was revered 
by a large community who knew him intimately. His 
wife died eight years ago. 





Dr. X. A. Jones 


Dr. X. A. Jones of Detroit died suddenly at his 
home on December 5, 1936. His death was attributed 
to coronary thrombosis. Dr. Jones was sixty years 
old. His hobby was shooting. He was the founder 
and president of the Blue Rock Gun Club and last 
year he was president of the Michigan Gun Club 
League. He had returned shortly before his death 
from a moose hunt in northern Canada. Dr. Jones 
was a member of the Wayne County Medical Society 
and the Michigan State Medical Society. He is 
survived by his widow, Myrta, and a daughter, the 
wife of Dr. John M. Graff of Detroit. 





Dr. Tobias Siegel 


Dr. Tobias Siegel of Detroit died on November 
23, 1936, at the age of seventy-four years. Dr. 
Siegel had practiced medicine in Detroit for about 
a half century. He was born in Germany and edu- 
cated in New York and in Detroit, where he was 
graduated from the Detroit College of Medicine. Dr. 
Siegel’s hobby was Esperanto. He pursued it with 
as much enthusiasm as he did his medical practice, 
feeling that a universal language would be the short- 
est road to universal peace. Dr. Siegel’s wife died 
last February. 





Acute Mesenteric Adenitis 


Charles Stanley White and J. Lloyd Collins, Wash- 
ington, D. C. (Journal A. M. A., Sept. 26, 1936), 
state that they had sixteen cases of acute mesenteric 
adenitis. There seems to be a seasonal periodicity in 
their appearance, not unlike an epidemic of a com- 
municable disease. The physical examination shows 
a slightly distended, tympanic abdomen, generally 
tender and resistant to pressure. While tenderness 
is marked in the lower right quadrant it is also pres- 
ent in the lower left quadrant. Examination of the 
throat and chest has been uniformly negative for 
gross pathologic changes. The blood counts have 
shown for the most part moderate leukocytosis 
(from 8,000 to 14,000) but a high percentage of 
polymorphonuclear neutrophile (from 80 to 95 per 
cent). The urine shows neither pus cells nor albu- 
min. With such a history of an illness of forty-eight 
hours or less in duration, scarcely any other diag- 
nosis than acute appendicitis can be entertained, and 
the patient forthwith is admitted to a hospital and 
the appendix is removed without delay. With present 
knowledge of the fulminative nature of appendicitis, 
especially in children, any other treatment than surgi- 
cal seems illogical. At the operation the appendix 
appears in the role of the innocent bystander. There 
is something decidedly unsatisfying in that (1) the 
diagnosis was inaccurate, (2) it is very possible the 
patient would have recovered without operation, 
(3) the pathologic condition remains unexplained 
and (4) the error in diagnosis in all probability will 


be repeated, as no differential diagnosis can be estab- 


lished with the present inadequate data. 
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@ General News and Announcements @ 








The First 100% Society for 1937! 


Muskegon County Medical Society, com- 
posed of 70 members, has already gone over 
the top in two respects: 

1. The first County Medical Society to pay 

1937 dues for its members. 
2. The first County Medical Society to join 
the 100 per cent club for 1937. 

Congratulations to the first 100 per cent 
component County Medical Society in the New 
Year. 














Dr. Wm. G. Gamble, Jr., of Bay City, spoke be- 
fore the Bay City Rotary Club on December 15, on 
the subject “The Mendelian Law and Heredity.” 


* OK OK 


Dr. A. G. Sheets was elected mayor of Eaton 
Rapids after a bitterly contested battle. Congratula- 
tions, Dr. Sheets. 

x ok x 


A directory of members will be published in 
May, 1937. Only those who have paid their 1937 
dues in full as of April 1 will be listed. 


* *K * 


The Rotary Club of St. Johns heard Dr. Perry 
C. Robertson of Ionia give a talk on “Psychology 
oy Psychiatry, in a Modern World” on December 
15, 1936. 


* * * 


“Who Wants Socialized or State Medicine!” 
Copies of this booklet are available to an; physi- 
cian desiring same. Drop a postal to 2020 Olds 
Tower, Lansing. 

x ok Ok 


Do you mention our advertising to the detail 
men? 
Do you ask them if they exhibit at the State 
Meeting? 
+ +s 


Dr. Harther L. Keim, Detroit, spoke before the 
St. Joseph County Medical Society on January 7, 
1937, on the “Diagnosis and Treatment of Diseases 
of the Skin on the Face and Hands.” 


* * OX 


Mr. J. R. Bruce of the Bruce Publishing Com- 
pany, St. Paul, publisher of THE JOURNAL OF THE 
MicHicAN STATE MeEpIcAL SOocIETY, was a guest 
of the Executive Office of the Society on December 
1, 1936. 

2. 


The use o1. the word “syphilis” is not restricted 
in any sense by Michigan Statutes, according to Dr. 
C. C. Slemons, Commissioner of Health of the 
State of Michigan, in a communication to the Michi- 
gan State Medical Society dated December 10, 1936. 


* * 


Dr. D. D. McNaughton of Argyle was honored 
by a banquet given him by his fellow practitioners. 
The banquet was given in recognition of Dr. Mc- 
Naughton’s completion of fifty years of active prac- 
tice in Michigan. 


JANUARY, 1937 


The Executive Office of the Michigan State 
Medical Society is maintained for your conveni- 
ence. It is your office. Come in at 2020 Olds 
Tower when you are in Lansing. You will re- 
ceive a cordial welcome. 

oe 


On January 6, 1937, the Legislature of Michigan 
convenes in its 59th Regular Session. There are 
twelve representatives from the Upper Peninsula 
and eighty-eight from the Lower Peninsula; with 
three Senators from the northern part of Michigan 
and twenty-nine from the southern peninsula. 

se * @ 


A large territory is available for a physician to 
take care of. There is an opening in Breen Township 
and Felch Township (Dickinson County) for a 
doctor of medicine. Please communicate direct with 
Carl O. E. Johnson, Secretary, Farmers’ Educational 
and Co-operative Union, Foster City, Michigan. 

oe 


The Journal of the Michigan State Medical So- 
ciety will be copyrighted each month, beginning 
with the January, 1937, issue. Thereafter no article 
may be utilized by other publishers or individuals 
without the written consent of the Editor of THE 
JourNAL of the MSMS. 

* * * 


Grand Rapids will entertain the 72nd Annual 
Convention of the Michigan State Medical So- 
ciety. This convention will be the greatest in 
the history of the Society. Plan now to attend 
and enjoy the good things in store for you. The 
date: September 27-28-29-30, 1937. 


* * * 


Correction: Dr. R. E. Spinks, Newberry, Dele- 
gate from Luce County to the State Society House 
of Delegates, represented his county at the 1936 An- 
nual Meeting in Detroit. Through error, the name 
of Dr. Spinks was omitted from the list of Dele- 
gates present at the three sessions of the 1936 meet- 
ing of the House. Apologies. 

ees 


Dr. R. G. Brain of Flint was guest speaker be- 
fore the Gratiot-Isabella-Clare County Medical So- 
ciety at the Wright Hotel, Alma, Michigan, on 
Thursday, December 17, 1936. Dr. Brain spoke on 
the psychology of handling patients, indefinite diag- 
noses, prolonged cases and chronic incurables, and 
mental hygiene. 

x * x 


Dues for 1937 are now payable. They remain at 
$10 as set by the House of Delegates. You become 
delinquent if your dues are not paid before March 
31, 1937. Medico-Legal defense lapses with mem- 
bership delinquency and does not cover the time 
between March 31 and the date dues are actually 
paid. Make sure your Medico-Legal defense does 
not lapse—pay your 1937 dues now. 

£3 

The American Association for the Study of 
Goiter again offers the Van Meter Prize Award of 
$300 and two honorable mentions for the best essays 
submitted concerning experimental and clinical inves- 
tigations relative to the thyroid gland. This award 
will be made at the discretion of the Society at its 
next annual meeting to be held in Detroit June 14, 
15, 16, 1937. For further information address Dr. 
W. Blair Mosser, Corresponding Secretary, 133 Bid- 
dle Street, Kane, Pennsylvania. 
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GENERAL NEWS AND ANNOUNCEMENTS 


The Maternal Health Committee of the Michigan 
State Medical Society has developed a new film on 
pre-natal care. Four copies are available for the 
use of physicians in different parts of the state who 
wish to give talks on this subject before lay 
groups. For information, contact Dr. Alexander M. 
Campbell, 612 Medical Arts Building, Grand Rapids, 
Chairman of the Maternal Health Committee. 

x ok * 


The Beaumont Foundation lectures held each 
year under the auspices of the Wayne County Medi- 
cal Society will be held February 15 and 16. The 
lecturer will be Dr. E. N. McCollum of Johns Hop- 
kins University. The general title of the lectures is, 
“Recent Advances in Nutritional Research.” Two 
lectures will be given, the first is entitled “Our 
Knowledge of Vitamins,” and the second, “The Nu- 
trition Problem Involving Inorganic Elements.” An 
invitation is extended to all members of the Michi- 
gan State Medical Society to attend these lectures. 

* * * 


Our error. On page 758 of the November 
Journal of the Michigan State Medical Society, un- 
der Proceedings of the 71st Annual Meeting of the 
House of Delegates of the Michigan State Medical 
Society, certain discussion of the annual report of 
the Liaison Committee with the State Bar is credited 
to Dr. A. F. Jennings of Detroit. Dr. Jennings states 
that these remarks were not made by him, so un- 
doubtedly the stenotype reporter made a mistake in 
recognizing someone else as Dr. Jennings. We are 
extremely sorry about this error. 

x * x 


Nathan Hack of the Hack Shoe Company, De- 
troit, says: “It may interest you to know that when- 
ever a customer addresses me as ‘Dr.’ Hack, I 
never fail to tell him that I am not a doctor because 
I never studied medicine. I am only a shoeman who 
has made a life study of fitting feet as nearly per- 
fectly as it is humanly possible to do. The shoeman 
who likes to be called ‘Doctor’ or at least ‘Doc’ is 
a masquerader. His success is generally short-lived. 
But, these men are harmful to the trade while they 
last. We must fight them fer encroaching upon the 


medical field.” 
x ok Ox 


Does your County Medical Society wish a talk 
on 


Preventive Medicine? 
Cancer ? 

Mental Hygiene? 
Dermatology ? 
Maternal Health? 
Medical Economics ? 


The above are some of the subjects treated by 
speakers available through the Executive Office of 
the Michigan State Medical Society. 


When requesting a speaker, will you kindly indi- 
cate the exact date, time and place of your meeting, 
subjects desired according to first, second and third 
choice, and the possible attendance. Please give the 
Committee at least two weeks’ notice, so that the 
best talent available will be procured for your 
County Medical Society, which is not always pos- 
sible on last-minute notification. 

es: 


“State Society Night” was celebrated by the 
Grand Traverse-Leelanau-Benzie County Medical 
Society in Traverse City on Wednesday, December 
2, 1936. A social hour and dinner preceded the meet- 
ing, which was held in the office of Dr. E. L. Thirlby. 

The annual meeting of the society, including elec- 
tion of officers, was held. The new officers are: 


President—Dr. Dwight Goodrich, Traverse City 
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Vice President—Dr. Frederick D. Trautman, 
Frankfort 


is eam dias E. F. Sladek,’ Traverse 
ity 

Medico-Legal Adviser—Dr. F. G. Swartz, Trav- 
erse City 


The retiring president, Dr. G. Zimmerman, 
called upon Dr. P. R. Urmston of Bay City, Chair- 
man of The Council of the Michigan State Medical 
Society, who spoke on the “Organization of the 
Michigan State Medical Society.” Dr. W. E. Bar- 
stow of St. Louis, Councilor of the Eighth District 
of the MSMS, spoke on “The Duties of a Councilor 
of the State Society.” 


Dr. R. C. Perkins of Bay City, Chairman of the 
Public Relations Committee of the Bay County 
Medical Society, gave an historical résumé of events 
in his county leading up to the formation of the 
first filter system. 


Wm. J. Burns, Executive Secretary of the State 
Society, outlined the “Activities of the Michigan 
State Medical Society” and explained what the next 
Michigan Legislature may have in store for the 
private practitioner of medicine. 

The attendance included Drs. T. W. Thompson, 
L. R. Way, E. M. Paine, E. J. Rennell, C. E. Lemen, 
Mark Osterlin, F. G. Swartz, H. B. Kyselka, I. H. 
Zielke, B. B. Bushong, E. B. Minor, R. T. Lossman, 
R. P. Sheets, J. G. Zimmerman, E. L. Thirlby, Dwight 
Goodrich, E. F. Sladek, D. F. Weaver, J. S. Knapp, 
M. Nickols, of Traverse City; Drs. C. I. Ellis and 
Stewart Jones of Suttons Bay; F. H. Stone of 
Beulah; E. L. Covey of Honor; F. D. Trautman of 
Frankfort; Fred Murphy of Cedar. 

x ok x 


Dr. L. Fernald Foster and Dr. P. R. Urmston as 
well as Mr. Wm. J. Burns, State Executive Secre- 
tary, have returned from the Annual Conference of 
Secretaries of Constitutent State Medical Associa- 
tions of 1936, November 16, 1936, held in Chicago 
by the American Medical Association. There, Dr. 
Foster presented the Michigan Filter System, as 
Secretary of the Michigan State Medical Society. 
We understand from other sources that it was 
received with much interest and enthusiasm and 
we are told that our secretary has been asked to 
present it to the Tennessee Medical Association 
in Memphis during the month of May, 1937, as 
well as other meetings. 


We are informed that the conference was pre- 
sided over by a gentleman from the great State of 
Arizona, “who enforced order and decorum by 
means of a six-shooter.” No wonder Dr. Foster 
lost weight but as Southern States were very much 
in evidence at this meeting, we fear that Dr. Foster 
is developing a southern accent. Judging by the 
program, the conference must have been interest- 
ing, and it was attended by the secretaries and 
officers of most of the State Medical Associations 
of the Union and its possessions. 

—Mercy Staff Bulletin, Bay City. 
x * * 


A few more of your friends who entered tech- 
nical exhibits at the Detroit Convention of the 
Michigan State Medical Society, in September, 
1936, included: 


H. F. Heinz Company, Pittsburgh, Pennsylvania. ’ 

Horlick’s Malted Milk Corporation, Racine, Wisconsin. 

Hospital Liquids, Inc., Chicago, Ill 

The G. A. Ingram Company, Detroit, Michigan. 

The Kellogg Company, Battle Creek, Michigan. 

Kellogg Corset Shop, Detroit, Michigan. 

A. Kuhlman and Company, Detroit. 

Lea & Febiger, Philadelphia, Pennsylvania. 

Lederle Laboratories, Inc., New York, New York 

Lepel High Frequency Laboratories, Inc., New York, 
New York. 


Jour. M.S.M.S. 
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Crippled and Afflicted Child Commitments for 
November, 1936. 

Crippled Child: 

Total of 206. 

Of the total number 72 went to the University 
Hospital and 134 went to miscellaneous local hospi- 
tals. 

From Wayne County (included in the above) : 

Total cases 71. 

Of the 71 cases in Wayne County, 20 went to Uni- 
versity Hospital and 51 were cared for in local hos- 
pitals. 

Afflicted Child: 

Total of 1,021. 


Of this total, 225 went to the University Hospital . 


and 796 went to miscellaneous local hospitals. 
From Wayne County (included in the above total 
of 1,021): 
Total of 298 cases. 
Of this total, 19 went to University Hospital and 
279 were sent to miscellaneous local hospitals. 
** ¢ 


Plans for the establishment of a hundred-bed 
Jewish Hospital in Detroit were announced on the 
evening of November 29, 1936, at a meeting at the 
Hotel Statler. The committee in charge is com- 
posed of representatives of the Maimonides Medical 
Society, the medical staff of the North End Clinic, 
Phi Delta Epsilon and Phi Lambda Kappa graduate 
clubs. The speaker of the evening was Dr. Morris 
Fishbein, editor of the Journal of the American 
Medical Association. In the course of a brief ad- 
dress, Dr. Fishbein commented upon the diminution 
in number of hospitals in this country today as 
compared with 1929. This decrease in number, 
amounting to twelve hundred, affected private hos- 
pitals which, Dr. Fishbein predicted, would dis- 
appear in the next twenty years. Dr. Fishbein, on 
November 30, delivered a lecture on “New Forms 
of Medical Practice” before the surgical section of 
the Wayne County Medical Society. There was a 
large attendance limited to standing room only. 
Dr. Fishbein was introduced to the audience by Mr. 
Malcolm Bingay, who is an honorary member of 
the Wayne County Medical Society. Prior to the 
evening program, a complimentary dinner was ten- 
dered Dr. Fishbein at the Wayne County Medical 
Society. 

* * x 


The Highland Park Physician’s Club held its 
Eleventh Annual Clinic on December 2, 1936, with 
a program beginning at 8:30 A.M., continuing 
through to 5:00 P.M., and winding up with a ban- 
quet at the Book-Cadillac Hotel at 7:00 o'clock. 

Excellent speakers on subjects covering the field 
of Medicine were obtained, as a glance at the list 
will show. 

Over three hundred physicians registered and 
about fifty brought their wives along, the latter 
being entertained by the Ladies’ Committee with 
luncheon at Dearborn Inn, bridge and a trip through 
Greenfield Village. 

At the evening banquet, Dr. George Crile gave 
his interesting talk on his recent African Research 
Expedition illustrated with lantern slides. 

On the whole, we think it was a very interesting 
and highly successful day and we would invite con- 
structive criticism on how to make it better. 

Among those who spoke were James E. Davis, 
A.M., M.D., Professor of Pathology, Wayne Uni- 
versity College of Medicine; Arthur J. Bedell, M.D., 
formerly head of the Department of Ophthalmology, 
Union University, Albany, N. Y.; Frederick F. Tis- 
dall, M.D., Associate Professor of Pediatrics, Uni- 
versity of Toronto, Toronto, Ontario; C. Ander- 
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son Aldrich, M.D., Associate Professor of Pedi- 
atrics, Northwestern University Medical School, 
Chicago; Louis J. Harris, M.D., Toronto, Ontario; 
Herman Kretschmer, M.D., Clinical Professor of 
Genito-Urinary Surgery, Rush Medical College, Uni- 
versity of Chicago, Chicago; Dean D. Lewis, M.D., 
Professor of Surgery, Johns Hopkins University, 
Baltimore; George Crile, M.D, Surgeon at the 
Cleveland Clinic; George M. Curtis, M.D., Profes- 
sor of Surgery, Ohio State University, Columbus, 
Ohio. 


Monthly Post-Graduate Clinic. 
Seymour Hospital, Eloise 


On the first Wednesday afternoon of each month, 
beginning January 6, 1937, from 1 to 5 o’clock, a post- 
graduate clinic will be held at the William J. Seymour 
Hospital, Eloise, Michigan, to which all members of 
the medical profession are cordially invited. One 
hour each will be devoted to a urologic clinic, a 
medical clinic, a pathologic conference, and a der- 
matologic clinic. Cases will be presented by mem- 
bers of the Seymour Hospital staff, and treatment 
will be stressed. Visitors will be encouraged to par- 
ticipate in the discussions. There will be a five- 
minute intermission between clinics. The program is 
as follows: 


I. Urologic Clinic. 1-1:55 p. m. Conducted by Dr. 
W. L. Sherman. 

1. Treatment of hydrocele. 
2. Treatment of prostatic 


obstruction. 
3. Treatment of gonorrhea. 


II. Medical Clinic. 2-2:55 p. m. Conducted by Dr. 
J. L. Chester. 


Dr. S. A. FLAHERTY 
Dr. EDwAarD CATHCART 


Dr. W. L. SHERMAN 


1. Treatment of secondary Dr. H. A. RosBrinson 
anemia. 
2. Treatment of hypertension. Dr. F, A. WEISER 
3. Use of digitalis. Dr. M. R. McQuiccan 
4. Use of crystalline insulin. Dr. S. S. ALTSHULER 
5. Review of hypertension 
cases, Seymour Hospital. Dr. J. L. CHESTER 


6. Discussion. 


III. Pathologic Conference. 3-3:55 p. m. Conducted 
by Dr. S. E. Gould. 


1. Neurologic Case. Discussion 

opened by Dr. R. T. CostELLo 
2. Abdominal Case. Discussion 

opened by Dr. H. J. KuLLMAN 
3. Chest Case. Discussion 

opened by Dr. A. E. Price 


IV. Dermatologic Clinic. 4-5 p. m. Conducted by 
Dr. C. A. Doty. 


A. Case Presentations: 


1. Therapy-resistant syphilis. Dr. N. H. GoLpBERG 

2. Tuberculoid syphilide. Dr. J. R. Rocin 

3. Lymphopathia Venerea. Dr. C. R. HAstey 

4. Metastatic Staphylococcus Dr. F. BLUMENTHAL 
Infection of Skin. 

5. Chronic Arthritis with Dr. C. A. Doty 
pustular psoriasis. 

6. Lupus Vulgaris. Dr. R. A. C. WoL- 

LENBERG 


B. Microscopic Demonstrations. Dr. H. Pinxus 


C. Discussion. 
*x* * x 


Dr. Lloyd L. Ely, formerly of the Lilly Medical 
Staff, has joined the scientific staff of Frederick 
Stearns and Company of Detroit. Dr. Ely is a 
graduate of the State University of Iowa. Follow- 
ing his graduation and interneship, he was in private 
practice in Chicago, during which time he also 
held a teaching position at the Illinois Medical 
School, and also the Medical School of Loyola Uni- 
versity. He will devote his time to research, which 
will be carried on at the Frederick Stearns scientific 
laboratory. 
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“State Society Night” at Monroe County Medi- 
cal Society was celebrated on December 17 at the 
Monroe Country Club. Twenty-five physicians and 
their ladies attended this meeting and heard the 
following program: 

1. “Greater County Society Activity and Organ- 
ization” by Dr. L. Fernald Foster, Bay City, Secre- 
tary of the Michigan State Medical Society. 


2. “What the Next Legislature Means to the 
Practitioner of Medicine.” 


(a) “The Basic Science Bill” by Dr. H. H. 
Cummings, Ann Arbor, Councilor of the 14th Dis- 
trict. 

(b) “The Physician’s Responsibility” by Dr. 
Philip A. Riley, Jackson, Vice Speaker of the 
House of Delegates, Michigan State Medical So- 
ciety. 

(c) “Other Legislative Issues of Importance 
to the Physician,” by Dr. L. G. Christian, Lansing, 
Chairman of the Legislative Committee, MSMS. 


3. “Work of the Councilors of the MSMS,” by 
Dr. P. R. Urmston, Bay City, Chairman of The 
Council. 


4. “What Your State Society Is Doing for You,” 
by Mr. Wm. J. Burns, Executive Secretary of the 
MSMS. 


Among those present were: Dr. Florence Ames, 
Dr. and Mrs. L. C. Blakey, Dr. and Mrs. W. W. 
Bond, Dr. and Mrs. D. C. Denman, Dr. and Mrs. 
W. J. Gelhaus, Dr. and Mrs. E. C. Long, Dr. and 
Mrs. T. A. McDonald and Mrs. Hazel Winchell, Dr. 
and Mrs A. H. Reisig, Dr. and Mrs. J. J. Siffer, Dr. 
and Mrs. R. J. Williams, Dr. Howard C. Rufus, Dr. 
and Mrs. M. A. Hunter, all of Monroe; Dr. and 
Mrs. O. E. Parmelee, Lambertville; Dr. and Mrs. 
Stanley Penzotti, Dundee; Dr. and Mrs. W. A. 
Smith, Petersburg; Dr. and Mrs. W. H. Stewart, 
Petersburg; Dr. and Mrs. G. W. Williamson, Dun- 
dee; Dr. and Mrs. S. V. Dusseau, Erie; Dr. and 
Mrs. K. E. Kipp, and Mrs. Pauline Sterling and 
Mr. Russell H. Clark of Monroe. 


* *K * 


Wayne County Medical Programs—The Wayne 
County Medical Society has an “all-star” pro- 
gram for January. Beginning with Monday, January 
4th, the speaker was Dr. Logan Clendening, clinical 
professor of medicine at the University of Kansas 
School of Medicine. Dr. Clendening is more widely 
known for his books for the educated general reader. 
He has proved one of the best popularizers of medi- 
cal science of the present day. 

On January 11, Dr. Alice Hamilton of the United 
States Department of Labor will deal with the sub- 
ject “New Developments in the Field of Common 
Industrial Poisons.” On January 18, “Studies on 
the Anterior Pituitaries and Related Glands,” is the 
subject of Dr. J. B. Collip, professor of biochemistry, 
McGill University, Montreal. On January 25, Dr. 
Malcolm T. MacEachern, associate director, Amer- 
ican College of Surgeons, will sneak on “Trends 
in Medical Practice.” 

The Wayne County Medical Society has adopted 
the practice of having some prominent member of 
the profession introduce the guest speaker. Dr. 
David I. Sugar, editor of the Detroit Medical 
News, introduced Dr. Clendening. Dr. C. C. Young 


of the Michigan Department of Health, will intro- 
duce Dr. Hamilton. Dr. Howard B. Lewis, profes- 
sor of biochemistry, University of Michigan, will 
introduce Dr. Collip, and Dr. Alexander W. Blain 
will introduce Dr. MacEachern. 

2 * & 


Dr. Shurly Commended 


The New York State Medical Journal of November 
25 pays a fine editorial tribute to Dr. Burt R. Shurly 
of Detroit. The occasion of the tribute is the co- 
operation of the Board of Education of which Dr. 
Shurly has been and is a prominent member in the 
way of making it possible for the study of epilepsy 
in the Detroit schools. As is probably not generally 
known, epileptic children of Detroit who are of 
school age are collected in one central school where 
they are kept under close medical observation. The 
editorial in question is timed by the appearance of 
a paper, A Study of Epilepsy in Detroit, by Dr. 
O. P. Kimball and Dr. D. D. Gudakunst, which 
appeared in the October number of the JOURNAL oF 
THE MICHIGAN STATE MepicaL Society. Our contem- 
porary cites the presence of physicians in key posi- 
tions, such as the Board of Education, as to be high- 
ly commended. It concludes by congratulating De- 
troit on the wisdom of selecting a man of Dr. Shurly’s 
standing and attainments as a member of its edi- 
torial governing board. “Were more such men in 
key positions, their influence and guidance might 
make more acceptable the proposals of sociologists 
generally.” The Detroit Board of Education has 
been long noted for its awareness of health needs 
of school population. All the members are equally en- 
thusiastic, not only in the educational demands, but 
in preventive measures so far as health is concerned. 

* * x 


To the Memory of Dr. Beverly D. Harison 


Dr. Harison was well known to the physicians who 
entered the practice of medicine following the year 
1899. He was in a large way instrumental in bringing 
about medical legislation which tended to raise the 
standards of medical practice in this state. Up until 
his death in 1925, Dr. Harison was well known to 
those who received their medical licenses during the 
first quarter of this century. 

A bronze tablet was in the process of preparation 
and was to have been placed in position during the 
Seventieth Annual Meeting of the Michigan State 
Medical Society, which was held at Dr. Harison’s old 
home town, September, 1935, Sault Ste. Marie, Mich- 
igan. Owing to the incompletion of the work, the 
placing of the tablet in position had to be postponed. 
The bronze tablet which has recently been placed in 
the War Memorial Hospital at the Sault contains 
the following inscription: 


BEVERLY DRAKE HARISON 
1855-1925 


PROMINENT SAULT STE. MARIE PHYSICIAN. 
FOREMOST WORKER IN MICHIGAN MEDICAL LEGISLATION. 
ONE OF THE FOUNDERS OF THE UPPER PENINSULA 
MEDICAL SOCIETY. 

PRESIDENT OF THE MICHIGAN STATE MEDICAL 
SOCIETY IN 1904. 

SECRETARY OF THE MICHIGAN STATE BOARD OF REGIS- 
TRATION IN MEDICINE FOR TWENTY-FOUR YEARS. 
ERECTED BY THE MICHIGAN STATE MEDICAL SOCIETY 
AND THE CHIPPEWA COUNTY MEDICAL SOCIETY 


Jour. M.S.MLS. 


